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This study researches social service use in St. Thomas, U.S. Virgin Islands and 
San Juan, Puerto Rico. This study was designed to answer one question: Is there a 
difference between persons who use formal social services and persons who use informal 
social services with reference to their social functioning? Findings demonstrate that there 
was a statistically significant difference between users of formal social services and users 
of informal social services with reference to their social functioning in St. Thomas, U.S. 
Virgin Islands. 
The theoretical framework for this study was based on components of George 
Engel's expanded model of healing. In addition, this study also used social work 
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Persons-in-Environment System of Social Functioning Problems (PIE) by James M. Karls 
and Karin E. Wandrei to support Engle's model. 
The hypothesis of the study was: there is no statistical significant difference 
between persons who use formal social services and persons who use informal social 
services with reference to their social functioning. 
This study determined social function by answering the following three questions: 
Do you need a companion to get around? Do you shop for yourself? Do you handle your 
own money? The independent variables were formal social services and informal social 
services. Formal social services were defined as those services provided by the 
healthcare system. Informal social services were services provided outside the healthcare 
system. The dependent variable was social functioning. Social functioning is defined as 
the way a person performs his or her role in society. Study participants were surveyed in 
four social service agencies in St. Thomas and one in San Juan, Puerto Rico. Data were 
analyzed utilizing the Statistical Package for the Social Sciences (SPSS). 
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This dissertation is a research project, which examines social services used by 
persons living in St. Thomas, U.S. Virgin Islands. The research is designed to describe 
and explain those social services, which play the most significant role in helping to 
support individuals with respect to their social functioning. Social functioning is the way 
a person performs his or her social roles by fulfilling a recognized place in society, such 
as, parent, student, or employee. Human needs within this realm include the physical, 
food, shelter, and accomplishments; personal fulfillment includes recreation and religion; 
emotional needs include a sense of belonging, mutual caring, companionship, adequate 
self concept, identity and self esteem (Barker, 1991, p. 218; Karls & Wandrei, p. 7). 
This research is designed to describe and explain use of formal social services and 
informal social services, which were the independent variables of this study. This study 
compared those social services, which played the most significant role enabling 
individuals in St. Thomas with social functioning - the dependent variable of this study. 
For purposes of this study social functioning is identified as encompassing three facets: 
the ability to shop for oneself, the ability to handle one’s own money, and the need of a 
companion for assistance in getting around in the community. 
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The study took place in the St. Thomas, U.S. Virgin Islands where there has been 
little to no research on the needs of this Caribbean population. In addition, in the 
Caribbean region there has been little research conducted on Caribbean people in need of 
assistance with social functioning. This region, like many other places in the world, has a 
history of people with such needs surviving within the community in spite of public 
treatment, perception and stereotyping (Barker, et al., 1999; Campbell, 1943; U.S. 
Department of Health and Human Services [HHS], 2001). 
A look at the history of the development of social services in early Europe and 
America provides insight into the individual effort needed for survival and the kinds of 
supports that were available to this population. 
The perception of witchcraft marked the distinctive period of the Middle Ages. 
During that time the belief in witchcraft spread across Europe. Persons identified as 
witches were burned, beaten, hanged and drowned. Persons with social service needs 
were frequently put into prisons or poorhouses (Sullivan, Bloom, Haeckel, & Supak, 
2001). 
The America Red Cross was in the forefront in developing services for 
servicemen and their families during World War I. These services were provided using 
the Home Service and the U. S. Public Health hospitals (Wenocur & Reisch, 1989). 
The nineteenth century America began what came to be known as the welfare 
state. Programs for social protection granted social rights to live the life of a civilized 
person in accord with the standards in the prevailing society. These programs 
compensated workers against loss of employment, job injuries and old age. Other 
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guarantees were family allowances, national health insurance, job training, day care, and 
full-employment policies (Quadagno, 1994). 
Statement of the Problem 
Current trends in the literature demonstrate that there is limited research available 
on the social services provided to, and utilized by, Caribbean people. Social services are 
services that promote health, well-being and self-sufficiency. Such services promote/ 
maintain social functioning by preventing dependency, strengthening family relationships, 
communities and individuals (Barker, 1991, p. 221; HHS, 2001). 
Research of Barker, Stokes-Thompson, Davis, Gonzo, and Hishinuma (1999) 
demonstrate that insufficient attention has been given to social services in the Caribbean. 
Literature on Caribbean lifestyle in reference to social services is not extensive. 
Although, there is some research on Caribbean people, it tends to focus on migrants 
living in large urban areas like New York or London. These studies attempt to generalize 
Caribbean heritage, assuming similarities among Caribbean nation states. Studies do not 
identify differences in customs and social service needs, or variations relative to race 
and ethnicity/origin. Their research supported the need for research within the Caribbean 
region. 
Research conducted by Bhopal (2001) supports findings by Barker, et al. (1999) 
when looking at racism in the provision of healthcare and social services in London. 
According to Bhopal (2001), racism is the belief that some races or ethnic groups are 
superior to others, which is then extended to justify actions that create inequality. The 
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Policy Studies Institute conducted the survey in which 20-26 % of the white participants 
admitted to being prejudice against Caribbean or Muslim ethnic minorities. 
Bhopal (2001) references institutional racism and says that most participants 
seemed to be unaware of the concept. Institutional racism is “the collective failure of an 
organization to provide an appropriate and professional service to people because of the 
color, culture or ethnic origin.” 
The complex concepts of race and ethnicity are not easily understood, but it is the 
responsibility of those who provide services to diverse groups to foster this understanding 
by staff to insure quality social services to client. Race is the group one belongs to and 
race comes about through a mix of physical features, ancestry, and geographical origins. 
Race can be identified by others or by the self. The concept is often broadened to 
included social and political heritage, and is often referred to as ethnicity. Race is more 
often related to physical features and thought of in the health arena. Ethnicity comes 
about as a result of factors that include language, diet, religion, ancestry, and race. 
Factors that are included in the development of race and ethnicity are identity, belonging, 
and social relations (Bhopal, 2001). 
Bhopal (2001) further clarifies the issues related to provision of services and how 
they translate into racism by stating that the current norms are based on the needs of white 
people. This results in ethnocentric behavior, which has to be analyzed based on 
differences. In order to do this, data by racial or ethnic group are needed and this 
documentation or system of classification relies on racial and ethnic differences. 
Classification systems perpetuate use to accentuate differences and potential abuse. 
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Bhopal (2001) implies that biology and medicine are the servants of racism 
because they are dependent on research that portray minorities as weaker due to genetic 
factors. He feels that science has helped to justify slavery, social inequality and 
immigration control. Racism, as in ethnic cleansing, caused death in Germany, Bosnia, 
Syria and Rawanda. The researcher states that racism contributes to other forms of 
discrimination, such as sex or disability. 
For Caribbean people, equity in the provision of social services would reqire a 
diversity in the organization of services, uniformity in access, use, and quality at the point 
of delivery. Meeting these social service needs for Caribbean people is the responsibility 
of the service provider (Bhopal, 2001). 
Services in the Virgin Islands, and other areas with diverse populations in races, 
cultures and ethnicities must be provided with a sensitivity to and knowledge of those 
cultures from which clients emanate. Fair and open practices should be the hope of social 
service administrators and planners. These policy makers, administrators, and staff 
members should encourage studies on the impact of race and ethnicity in areas, such as, 
employment, healthcare, social service provision, education, and career progression 
(Bhopal, 2001). 
This study presented findings obtained in the Caribbean based on data gathered 
from persons with social service needs about their use of social services. It describes 
their utilization of available social services in St. Thomas, Virgin Islands and San Juan, 
Puerto Rico. 
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As stated earlier in this document, the dependent variable of this study is social 
functioning. The independent variables were formal social services and informal social 
services. For the purposes of this study, the formal social services were defined as 
services provided by the health care system, specifically: professional counseling, 
prescribed medication, institutional meals, institutional housing, organized work and 
structured transportation. 
Informal social services were defined as those services provided within the 
community by private or nonprofit organizations. Informal social services were: 
indigenous counseling, self-mediation, community meals, casual work, organized 
housing, and unstructured transportation. These informal services were frequently 
undocumented yet often, but not always, contributed to an individual’s social functioning. 
The target groups for this study were those persons residing in St. Thomas, U.S. Virgin 
Islands and San Juan, Puerto Rico who self-identify as users of social services. 
Social services were limited in range, variety and location with most services 
being concentrated in the eastern end of the downtown area. This study described and 
explained social services that were determined by the researcher to be most vital when 
enabling social functioning on the island of St. Thomas and in San Juan. Twelve 
examples of social services will be discussed. The first set are the formal social services, 
and the second set are informal social services. 
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Purpose of the Study 
The purpose of this study was to conduct a comparative analysis of formal and 
informal social services utilized by persons living in St. Thomas, U.S.Virgin Islands. The 
study examined the impact formal social services and informal social service had on the 
social functioning of the persons who used the services. 
The following were questions were addressed: Do you shop for yourself? Do you 
handle your own money? Do you need a companion to help you get around? It is further 
the purpose of this study to examine the degree to which the social functioning of 
consumers is impacted and their utilization of these services. 
Research Question 
Is there a difference between persons who use formal social services and persons 
who use informal social services with reference to their social functioning in the 
community? 
Hypothesis 
There is no statistically significant difference between persons who use formal 
social services and persons who use informal social services with reference to their social 
functioning. 
The following independent and dependent variables facilitated the measurements 
of the preceding hypothesis. The dependent variable was social functioning; the 
independent variables were the following: formal social services and informal social 
services. The demographic variables were the following: education, ethnicity, gender, 
income, age, and origin of birth. 
8 
Significance of the Study 
America is a multicultural society. Many racial and ethnic groups have 
contributed to contemporary life. Diversity has contributed to this Nation’s vibrancy, 
openness, ideas, and innovations. Yet, the full potential of this society is not realized 
because not all Americans have access to quality social services that meet their needs 
(HHS, 2001). 
Racial and ethnic minorities bear the burden of unmet needs and suffer a greater 
loss in their health and productivity. The literature states that most minority groups are 
less likely to receive high quality services and they are less likely to use services. Thus, 
minority communities have a higher number of persons with unmet social service needs. 
Inability to meet human needs results in the need for battered woman’s shelters, 
counseling groups, inability to address job functioning difficulty, problem relationships, 
nervous disorders, or physical illness (HHS, 2001). 
Research findings on how Caribbean persons with social service needs survive is 
sparse and narrowly focused. This study examined formal social services and informal 
social services used by persons in need of these services who live St. Thomas, 
U.S.Virgin Islands. In this study, service use was examined and explained relative to 
social functioning of persons using social services. There are several reasons why this 
population was studied. In the 1989 census for the Virgin Islands, it was stressed that 
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significant new immigration would occur from the Dominican Republic. U.S. 
immigration studies predicted patterns of significant upward shifts in Latin America, the 
Caribbean and other areas dominated by people of color. The 2000 census information 
validates the previous predictions (V. I. Census, 1989, 2000; NT AC Report, 1999). 
In their research, Hutchinson and Hickling (1999), Leonidas and Hyppolite 
(1983), Gilvarry, Walsh, Samele, Hutchinson, Mallet, Rabe-Hesketh, Fahy, Van Os, and 
Murry (1999) address the need for increased understanding of regional Caribbean and 
ethnic cultures, and the need to develop instruments that do not impose European or 
American cultural interpretations on this population. Each Caribbean island has it’s own 
cultural characteristics, ethnic makeup, religious influences, and an interpretation of 
social functioning. It is vital that data be gathered from each island. Inter and intra island 
research will identify commonalities and differences in needed supports when developing 
services for this multicultural group. 
Researchers Kruzich and Berg (1985) state the major function of social services 
are to provide an environment which supports social and living skills. These services 
should maximize client independence and community participation. 
This study has contributed to the knowledge base about the relationship between 
formal social services, and informal social services used in the Caribbean that support 
adequate levels of social functioning. The information identified the formal and informal 
social services used and the impact each social service had in helping persons achieve 
enhanced social functioning. 
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Data from St. Thomas contributed to the body of information about social service 
use and social functioning. Data from this study provided up-to-date written 
documentation for funding of services and programs. This research is a resource for 
Caribbean social workers and government officials. Both groups contribute as policy 
makers, planners and administrators of programs used by persons with a need for social 
services that enable social functioning. 
Definition of Terms 
1. Appointment - An arrangement for a meeting at a specified time between a 
consumer of mental health services and a provider for the purpose of receiving 
mental health therapy. 
2. Consumers - Individuals who are the purchasers and recipients of service(s). 
3. Culturally competent services - Incorporates respect for and understanding of 
ethnic, racial groups, history, traditions, belief and values of others. 
4. Diagnostic and Statistical Manuel of Mental Disorders (DSMIV) - The manual that 
defines specific mental disorders utilized by mental health professionals in 
identifying specific psychiatric symptoms that form a diagnosis. 
5. Employment - The act of providing a service for which one is paid. 
6. Enlightened Citizens Helping Others (ECHO) - A St. Thomas advocacy group for 
those with mental disorders. 
7. Ethnicity - Influence on a people of their particular origin by birth or descent. 
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8. Family support - The manner in which family members assist and are involved with 
their ill relative. 
9. Formal Social Services - Services provided by the healthcare system. 
10. Housing - A structure built for human habitation that provides shelter from the 
elements of nature. 
11. Informal Social Services - Services provided in the community by personal 
affiliations and nonprofit organizations. 
12. Licensed Clinical Social/Worker - The designation afforded a professional social 
worker that by licensure and years of experience can provide therapeutic services to 
clients. 
13. Lutheran Social Services (LSS/VI) - The largest child and family agency in the U.S. 
Virgin Islands. 
14. Maintenance needs - After hospitalization care, counseling, respite care, 
rehabilitation, vocational assistance, and social service needs. 
15. National Alliance for the Mentally III (NAMI) - A national support organization 
for the mentally ill. VIAFMI- is the Virgin Islands chapter of this organization. 
16. Not in my back yard {NIMBY) - Term used to describe negative attitudes by 
members of a neighborhood or community with regard to living near a persons with 
mental disorders. 
17. Psychologist (Clinical) - An individual who is trained in a variety of psychological 
theories and intervention strategies to ameliorate psychological stress in persons. 
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18. Psychosocial rehabilitation - An approach to providing mental health services that 
seeks to increase the level of functioning of persons with mental disorders. 
19. Social Networks - The various groups and associates of an individual, such as work 
groups, family, bowling group, therapy group, church group, etc. 
20. Social Supports - Social visits, participation in recreational or group activities that 
foster interactions with others. 
21. Social functioning - Social functioning is a person’s overall performance in his or 
her social roles. For the purpose of this research social functioning is determined by 
the following; the ability to get around without the need of a companion, the ability 
to handle ones own money, and the ability to shop for one’s self. 
22. Social services - The activities of social workers and other professionals in 
promoting the health and well-being of people and in helping people to become 
more self-sufficient. 
23. Socioeconomic status - Is defined as the economic and social place one holds in 
society. 
24. Stigma - Is a mindset that causes isolation from friends, reaction of fear, shock, 
blame. 
25. Support groups (Psycho-educational and Psychosocial) - Interventions that provide 
education about mental illness, information on treatment options, teach problem 
solving skills, training, and support to family member. 
26. Successful community living - The ability to live with emotional stability an 
independent, fulfilled and productive life. 
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27. Training - An approach to restoring and increasing skill that enable employment, 
independence and self-sufficiency. 
26. Transportation - A means of conveyance of travel from one place to another. 
27. Virgin Islands Advocacy Incorporated (VIAA) - Virgin Islands agency that protects 
the rights of people with disabilities. 
In summary, this dissertation is divided into five chapters. Chapter I consists of the 
introduction of the research. Chapter II consists of the review of the literature related to 
social service needs of persons relative to their social functioning. Chapter III presents 
the methodology of the study. Chapter IV is the presentation of findings. Chapter V 
presents the conclusion and implications of the study. 
CHAPTER II 
REVIEW OF LITERATURE 
Review of the literature is to provide a conceptual framework for understanding 
the social services used by persons living in St. Thomas, U.S. Virgin Islands and San 
Juan, Puerto Rico. In doing so, the intent of this section was to develop a better 
understanding of the users of social services by Caribbean persons, and how their use of 
social services enabled social functioning. This chapter was divided into two sections. 
The first section was a review of literature on aspects of formal social services and 
informal social services. In addition, information was shared about social services 
available in St. Thomas. 
The formal social services presented were the following: professional counseling, 
prescribed medication, institutional meals, institutional housing, organized housing, and 
structured transportation. The informal social services presented were the following: 
indigenous counseling, self-medication, community meals, community housing, casual 
work and unstructured transportation. 
The second section is the theoretical framework upon which this study was based. 
It grounded this dissertation in sound theoretical underpinnings that were scientifically 
sound in their explanations of human needs. 
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An Overview of Social Services 
According to the World Health Report on Mental Health, 2001 (WHO, 2001), 
public or government social services have always reflected social values related to the 
perception of need prevalent at that particular time in history. In medieval Europe some 
persons with social service needs were misunderstood and often beaten or isolated from 
society in institutions. These trends were exported to Third World countries, such as 
Africa, the Americas and Asia. 
In America, the American Red Cross served as the instrument that provided social 
service to servicemen and their families during World War I. These services were 
defined and controlled by the casework leadership. They were loyal to the charity 
organizations and psychiatric social work. Before World War I, the Red Cross served 
persons who were victims of disasters by providing relief. However, during the war the 
public supported services to servicemen without respect to social class. Some of the 
problems with which the Red Cross dealt were family disruptions, family communication 
with loved ones at war, physical and mental disabilities and death. Because there was 
public support for the Red Cross, the war department requested social work involvement 
in setting up new wartime programs (Wenocur & Reisch, 1989). 
In the late nineteenth century, the national welfare state had been established and 
social rights were granted. Some of these rights were the right of economic welfare and 
security, programs to compensate workers against loss of job, old age and national health 
insurance. Among these services, several specifically addressed the needs of women, 
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such as, job training, day-care, and paid parental leave. These services were the 
foundation for present day social services (Wenocur & Reisch, 1989). 
Formal Social Services 
Modern day social services have grown to accommodate the needs of people as 
society changes. These changes have come about because of political maneuverings, 
migration of poor people to cities, immigrants who come to this country seeking a better 
life and the influences of special interest groups over the years (Jansson, 1993). 
Presidential leadership plays a significant role in determining which policies and 
services will be implemented. President Kennedy set the stage for upgrading services that 
had become stagnate because of conservative policies of the 1950s. After his death, 
President Johnson followed through with such programs as civil rights legislation, the 
War on Poverty, food stamps, Medicare, and federal aid to public schools (Jansson, 
1993). 
The Virgin Islands Code, Vol.l, is a legal document that outlines the rights, 
privileges and responsibilities of the Virgin Islands to follow Federal authorities. As an 
unincorporated territory of the United States, the Virgin Islands is subject to the power of 
Congress. Congress is empowered to make suitable rules and regulations to govern the 
territory. There are some exceptions, such as, Social Security Supplemental Income and 
voting for the president, which are not applied to the citizens of the Virgin Islands. 
However, most federally funded social services are available in St. Thomas and other 
territories (Jansson, 1993). 
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This research was implement in St. Thomas, U.S. Virgin Islands and San Juan, 
Puerto Rico. St. Thomas is home to a cross section of people form other Caribbean 
islanders who immigrate to both the US territories from other islands. Some of these 
islands are Dominica, St. Kitts, Puerto Rico and Haiti. They migrate for educational, 
economic and other opportunities (Dookhan, 1994). 
The need for culturally sensitive social services is exemplified in the way 
migration has changes the social environment. Social functioning is affected when 
persons are caught between two cultures. Many migrants leave rural Caribbean areas and 
come into St. Thomas, which is a thriving small yet urban city. In the city, structured 
family order may collapse. Social disorganization contributes to delinquency, spousal 
abuse, criminal behaviors and substance abuse (Bell, 1991). 
At least four Caribbean islands are examples of this migratory phenomena into 
St. Thomas. Each contributes to the population significant numbers of people living in 
St. Thomas, where the population is 51,181. Coming into the U.S. territories is seen as 
the best opportunity for a better life and a first step on to the U.S. mainland. A 
substantial portion of these feeder island economies are supported by funds though 
agreements with donor agencies like the World Bank (WB), the International Monetary 
Fund (IMF) and the Inter American Development Bank (IADB) (Caribbean UpDate, 
2002; VI Census, 2000). 
In Dominica, a former possession of both Britain and France, islanders speak 
English and French patois. Dominica is a developing tourist destination for millions of 
travelers from around the world. It has been chosen as a top value destination by travel 
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consultants. Dominica has been dubbed as a tax haven by international financial 
monitors and has agreed to open its books for review to The Organization for Economic 
Cooperation and Development (Caribbean UpDate, 2002). 
However, the island is poor and lacks a sound financial base. In 1990, the total 
health expenditure for health care was 14 million or 6.4% in the public sector and 1.8% in 
the private sector was total health expenditure. For health costs, 14.3% was in the form 
of development assistance (Govindaraj, et al., 1997). 
Efforts are underway to create employment in the aluminum manufacturing 
industry. One of the primary crops is bananas for which the United States provided funds 
to build roads from the markets to the banana plantations. Donor agencies contribute to 
funding the island nation’s agriculture, infrastructure and job creation. Persons from 
Dominica make up 2,898 or 15.3 percent of the St. Thomas population (Caribbean 
UpDate, 2002; V.I. Census, 2000). 
People from the Dominican Republic make up 1,739 or 9.2 percent of the St. 
Thomas population. This is an increase as predicted in the 1989 V.I. Census. This is an 
island dependent on off island contributions and loans for economic well-being. 
Government spending is divided between current and capital expenditures. During most 
years 70 percent of total expenditures are divided between social services, general 
services and financial services (Caribbean UpDate, 2002). 
In 1984, the Dominican Republic allotted 13 percent of its budget to education 
and 8 percent to public health. In 1990, public sector spending on health was 2.1% and 
private sector spending was 3.6%. Aid flows as a percentage of total health expenditure 
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totaled 2.6%. For food security, the Dominican Republic imports chicken breast and 
powdered milk from Costa Rica and codfish from Norway. However, the agricultural 
sector is competitive and growth is expected to help reduce rural poverty. Yet, after the 
2001 presidential election, the new president Hipolito Mejia, laid off 69,500 people. This 
compounded already high unemployment rates and contributed to the St. Thomas 
immigration concerns (William Jones, personal communication, May 5, 2002; Caribbean 
Update, 2002). 
In order to improve its basic educational sector, the Dominican Republic is asking 
the Inter-American Development Bank for $50 million. Some of this money is for 
computer equipment. In addition, the World Bank will loan $52 million for 
modernization of elementary education. This program includes construction, 
rehabilitation and 300 new classrooms (Caribbean Update, 2002). 
There is a strong tourist economy that supports 54,000 hotel rooms, which is the 
largest supply of any Caribbean island. Yet, official data on unemployment says 23% of 
those under 30 years of age are unemployed. A survey by the Universidad Catolica y 
Maestra in 2001 shows that the people of the Dominican Republic feel that jobs are the 
top priority because of low wages, high cost of living, the economy , the electricity 
supply, drugs and delinquency. Political parties ranked the lowest of all major 
institutions on trustworthiness (Caribbean Update, 2002). 
In addition, persons from St. Kitts & Nevis are the largest migrant group. They 
number 4,219 or 22.2% of the St. Thomas population. In St. Kitts/Nevis the public sector 
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makes up 4.3% of health expenditures and the private sector contributes 2.4% and, 12.5% 
comes from development assistance (Govindaraj, et al., 1997). 
The World Bank will finance emergency recovery improvements to the St. Kitts 
electricity department, and sea and airports at a cost of 4.4 million dollars. The Canadian 
International Development Agency funded an Eastern Caribbean Economic management 
Program for 12.9 million Eastern Caribbean dollars (2.7 Eastern Caribbean dollars to 
$1.00 US). The local government has spent EC 3 million to assure school children free 
Internet in school (Caribbean Update, 2002). 
Closest to the Virgin Islands is the island of Puerto Rico it has a population of 
3.92 million. San Juan is one of five cities. Puerto Rico is also a Commonwealth of the 
U.S. The spoken language is Spanish and the currency is the U S dollar. Gross national 
product is $41.53 billion, the per capita GDP is $10,700 and the unemployment rate is at 
11%. Puerto Ricans make up some of the earliest immigrants into the Virgin Island. 
According to the latest VI Census (2000) figures, persons in St. Thomas who had mothers 
born in Puerto Rico number 1,272 or 2.5% of the St. Thomas population. In addition, 
persons who have fathers born in Puerto Rico make up 1,349 or 2.6% of the St. Thomas 
population (Caribbean Update, 2002). 
These countries are a part of the Western Hemisphere. They are culturally 
influenced by what happens on the U.S. mainland, and in turn, the U.S. territories of the 
Virgin Islands and Puerto Rico are affected by their economic and political situations. 
Both Puerto Rico and the U.S. Virgin Islands receive both legal an illegal immigrants 
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from these islands. Puerto Rico is an attractive U.S. port for Spanish-speaking 
immigrants form The Dominican Republic (Caribbean Update, 2002). 
These island groups, bring with them special problems that relate to healthcare, 
education, poverty and customs. Haiti, which is 453 or 2.4%, and Trinidad and Tobago 
with 1,435 or 7.6% of the St. Thomas population are among other island contributors. 
The English-speaking islands have a population totaling 6 million people and their 
economies focus on tourism and trade. However, there are 30 million other persons that 
comprise the populations of Spanish, French and Dutch speaking islands (Voelker, 2001). 
The Caribbean region is being considered for removal from the designation as 
poor by several donor agencies. With the possibility of their new status as middle- 
income nation states, their position will change little with respect to how they are affected 
by world economic changes and this in turn will impact immigration into the U.S. For 
example, the U.S. banana industry encouraged the government to take the European 
Union to task over their preferential treatment for bananas from their former colonies; 
thus, blocking European markets for the American banana industry. The U.S. won but 
this has a detrimental effect on these small economies that primarily survive off their 
prefential arrangements with their former colonies (U.S. State Department International 
Information Programs, 2002). 
In April, 1997, the World Trade Organization (WTO) made a decision that 
affected the sole source of income in rural Caribbean communities with small family 
farms. In the Windward islands there were 27,000 banana farmers. This decision will 
cause job losses, which lead to serious social problems and political unrest. This will 
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lead to reductions in the tourist industry, loss of foreign exchange, growing drug trade, 
inability to repay donor loans, the drug trade and illegal immigration to the U.S. (U.S. 
State Department International Information Programs ( 2002). 
Another problem that demonstrates the need for sensitive and culturally 
appropriate healthcare and social services is the problem of HIV/AIDS. The Caribbean’s 
estimated 2% prevalence among adults is second to sub-Saharan Africa, which is at 8%. 
The Caribbean’s estimated number is of 400,000 with HIV/AIDS. Officials of UNAIDS 
feel that data on HIV/AIDS in the Caribbean is nonexistent or questionable (Voelker, 
2001). 
When comparing cultural differences by island one notes differences are striking 
between Jamaica, Trinidad and Barbados. Barbados is perhaps the most strikingly 
different because of their European, Hispanic and Asian ancestry in conjunction with 
African influences of slavery. Social workers in agencies that service Caribbean persons 
need to be sensitive about religious beliefs, views on homosexuality and machismo, as 
well as poverty (Voelker, 2001). 
Social workers need to understand how to work with small community 
stigmatization factors that fuel social problems and ill health. They need to be aware that 
in small communities similar to the St. Thomas and small nation states of the Caribbean, 
when someone is tested, the likelihood that their test results will find a way into the 
public domain as gossip is very possible. In most Caribbean islands men are expected to 
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have more than one woman. People will resist testing because of such occurrences 
(Voelker, 2001). 
Research within the Caribbean region is important. It will develop data and 
resources that can be used to identity needs, plan social services and develop policies that 
are culturally workable, sensitive and acceptable (Voelker, 2001). 
For purposes of this research formal social services are those provided by the 
health care system. According to Martha Bruce (2001), Department of Health unit leader 
states in St. Thomas, there are five facilities that provide formal social services. Health 
care services are provided through the Roy L. Schneider Hospital, The Michelle Motel 
Long Term Care Unit for the mentally challenged, the maternal and childcare unit, an 
STD clinic and the mental health out patient clinic (Martha Bruce, personal 
communication, April 2, 2002). 
Professional Counseling 
St. Thomas, Virgin Islands is in the Caribbean. This is a contributing factor when 
professional counseling is considered. Although, persons of several racial and ethnic 
groups reside in St. Thomas, few professionally trained counselor were raised in the 
culture. Over the last twenty years, psychiatrists in St. Thomas have been from the U.S. 
mainland, Italy, and the Philippines. Only one was born and raised in the Virgin Islands. 
There are nurses from around the world also. Local people head smaller social service 
agencies. Most were American educated and English speaking (Martha Bruce, personal 
communication, April 2, 2002). 
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A discussion of the services provided in St. Thomas is an important because 
persons from many other Caribbean countries inhabit St. Thomas and other American 
Caribbean islands, such as Puerto Rico. United States immigration policy facilitates the 
social and economic integration of immigrants. Immigration policies effect social 
welfare, health, education, housing and employment of immigrants (Padilla, 1997). 
These social services should involve social workers at all levels, especially, the 
policy level when providing services to immigrants. Several areas where social workers 
need to pay special attention are demographic characteristics of new immigrants, what 
their needs are and what the most current policies of the immigration department states. 
Social workers need to determine how information they have can influence immigration 
policy and social service provision (Padilla, 1997). Social workers are in a position to 
assess stress - producing events, such as separation form family, durations of their 
journey and problems associated with finding housing and jobs (Padilla, 1997). 
Recent immigration has created dramatic changes in U.S. demographic 
composition. Padilla (1997) states that over 7 million immigrants have entered America 
within the last decade and by 2040 one in four Americans will be an immigrant—many of 
them first generation. Europe or Canada accounted for immigration in the 1960s. In the 
1980s, most Asian immigrants came from China, Vietnam the Philippines, and Korea. 
However these dynamics have changed. Present day immigration comes from Spanish¬ 
speaking countries like Mexico and the Dominican Republic (Padilla, 1997). 
Immigrants tend to settle in large urban areas. These areas are affected by 
population growth, social and cultural changes that créât social service needs. Although, 
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the Immigration Reform and Control Act of 1986 legalized undocumented workers, their 
social needs and concerns continue to grow especially those of the first generation group. 
Their current socioeconomic status is complex and diverse. One of the questions 
surrounding the immigrant population is whether or not they are contributing to or taking 
away from the local economies. An anti-immigration policy seems to be the result. This 
policy is in the form of strategies to control certain provision of social welfare services to 
this population, currently residing in this country. For immigrants, welfare policies have 
been inconsistent, fragmenting services to immigrants, limiting some and targeting others 
(Padilla, 1997). 
It is essential for social work administrators and practitioners to keep in mind the 
immigration status of person with whom they are working and what benefits those 
individuals or families are eligible to receive. This information is necessary in order for 
the social workers to help clients obtain lawful benefits. The social worker can best 
provide services to persons when they know the details of immigrant eligibility 
requirements. Yet, not to be forgotten is the unequal use of services by certain categories 
of immigrants, which can be a cause for deportation (Padilla, 1997). 
The Personal Responsibility and Work Opportunity Reconciliation Act of 1997 
changed guidelines of immigrant eligibility for programs, such as, food stamps, and 
Social Security Insurance (SSI). Immigrants will be eligible for some programs after five 
years of residency. Thus, current knowledge of immigrant status is essential for social 
workers in order for social workers to be of real assistance (Padilla, 1997). 
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It is important for the social worker to understand the socioeconomic background. 
Some immigrants come as professional to improve their careers. Yet, many who come 
are laborers concentrated in manual, and low-paying jobs. They come to escape poverty, 
war, or political persecution in their own country. Whatever, the situation migration 
involves connecting to schools, churches, and other institutions of their new society 
(Padilla, 1997). 
Social services assist persons new to the United States adapt to their new 
environment. These services attempt a cross-cultural approach to helping find new 
communities and resources that facilitate social networks, work, and social functioning. 
Social workers and policy makers must work to implement a cross cultural approach that 
will facilitates service provision for this group (Padilla, 1997). 
In order to do this, the client’s worldview is not to be overlooked because the 
ethnicity of the client encounters the ethnicity of the counselor or social service provider. 
Both the client and the counselor are affected by the others family-of-origin issues and 
concerns. The challenge for the counselor is how to therapeutically use his or her self 
with ethnically diverse clients while acknowledging the effects of cultural differences 
(Greene, Jensen, & Jones, 1999). 
Social workers who work directly with clients must be aware of the pressures 
associated with being from another culture. The person receiving services may be an 
immigrant from a Caribbean country to the U.S. mainland or an immigrant to St. Thomas 
from anther Caribbean country. There are concerns about safety, overcrowded housing 
income, living conditions, schools for their young and language. Professional counseling 
27 
is one social service that may help alleviate some stress for this population (Padilla, 
1997). 
Professional counseling for the purposes of this study is provided by the health 
care system. Professional counselors have advanced educational training. Examples of 
professional counselors are physicians, social workers, psychologists, psychiatrists, and 
nurses. Each has graduated from universities and hold advanced degrees and licenses. 
Whatever the source of their training their position and skills have a critical impact on the 
lives of persons who utilize the health care system (Young, Forquer, Tran, Strazynski, & 
Shatkin, 2000). 
Research by Young et al. (2000), demonstrates that the individual who assists the 
client begins the education and rehabilitation process. Staffing patterns are critical in 
terms of both knowledge and skill because all levels of staff frequently interact with 
clients over an extended period of time. Limited grounding in competencies can fail to 
reduce barriers to social functioning for the client. 
Young et al. (2000) studied 37 competencies which were ranked as being 
prevalent in staff members some of the time. Goals of the study were to develop a useful 
competency set that could be strongly supported by a diverse group of people, to facilitate 
a vested interest in support of persons utilizing the service, and to gather data on how 
often these competences are found in staff. 
Members of a national panel were mailed pre-conference surveys. Sample 
questions included the following: how important is this competency in determining 
outcomes for people? 
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How often is this competency found among current providers of publicly funded 
organizations? (Young et al., 2000). 
The Young et al. (2000) study identified a relationship between staff training and 
client functioning. The researchers believed that a given staff member may not possess 
competencies from all the areas or may specialize in one or several. However, in some 
areas it is crucial to integrate competencies. Research findings show that understanding 
the relationship of diagnostic assessments, treatment, rehabilitation, and medication is a 
major factor in the clients’ ability to achieve or maintain social functioning. 
Research by Nann, Butt, and Ladrigdo-Ignacio (1984) shows a better service and 
the quality of service depends on the quality of the service providers thinking, feeling, 
values and action. The provision of social services also includes two other important 
factors: the importance of caring and of educating professionals. 
Prescribed Medication 
Prescribed medication, as we know it in this century, is not used by all societies. 
Less sophisticated, urbanized and modern cultures use herbs and rituals for healing. 
These examples occur in Africa, the Caribbean and among some traditional societies of 
the Native Americans (Delgado & Satiago, 1999). 
However, the health care system promotes healing through scientific 
developments in health care research. This research is approached in an organized, and 
structured manner that supports healing with tools such as prescribed medication. More 
recent developments that address a cultural approach to service provision may now 
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include herbs, vitamins, native healers, family members, and other support networks in 
the healing process (Earle, 1999). 
The 20th century initiated more effective drug therapies for treatment of health 
problems. The invention of new drugs occurred in conjunction with new forms of 
psychosocial interventions, the international human rights movement, and insertion of 
social and mental components in the definition of health (Pan American Health 
Organization [PAHO], 1998; World Health Organization, [WHO], 2001). 
Healthcare, medication, and procedures were developed and tested on persons 
with a wide range of social, physical and mental disorders by researchers, major medical 
institutions and pharmaceutical firms. Medication research was a contributing factor for 
services to persons who had previously been thought of as incurable. Some examples of 
new treatments are AIDS drugs, which now prolong life, diabetes drugs now enable a 
greater level of physical health with modified symptoms, and surgery that can now 
replace severed limbs (Torrey, 1992; World Health Organization, 2001). 
In spite of modern advances, the health care needs of some groups are still not 
addressed. Delgado and Santiago (1999) stated that community-based, coordinated 
efforts were needed to address the health care needs of Caribbean groups from the 
English, French and Spanish speaking Caribbean. In additions, they feel that botanical 
shops which are cultural traditions pertaining to healing and spirituality in the Latino 
community have not received much attention from social workers and other helping 
professionals. 
30 
Lee Blake, Director of Social Services at Roy L. Schneider Hospital in St. 
Thomas, states that before discharge some clients were assisted in applying for a medical 
assistance card. This card enabled them to purchase medication as an out-patient. The 
use of medicinal drugs and healers found in the community was not addressed by the 
health care system (Blake, 2001). 
Yet, in research on West Indian patients and their care in the United States, 
Leonidas and Hyppolite report that care of West Indians is a challenge. When addressing 
the use of medications, they report that these clients frequent ask if the medicine is any 
good. Following an answer from the healthcare professional, they say, “You know, I take 
herbs three times a day.” West Indian patients are skeptical about approaches to 
providing service that do not include components of Caribbean culture (Leonidas & 
Hyppolite, 1983). 
Institutional Meals 
Shirley Brown (2002), executive assistant to the Chief Economist at the United 
States Department of Agriculture, states that the Department of Agriculture is the primary 
sponsor of food programs that contribute to the health and welfare of persons in need. 
These programs provide food to schools, health programs for women and children, rural 
areas, and developing nations. The Department of Agriculture buys food from farmers 
and sends the surplus to countries where food security is undermined and the health and 
welfare of the people are endangered (Shirley Brown, personal communication, 
February 27, 2002). 
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The Food and Nutrition Service is a primary focus for America’s domestic 
nutrition programs. This program is to improve the nutritional levels of Americans by 
providing children and needy families better access to a healthful diet. 
The Food Stamp Program is the cornerstone of America’s commitment to helping 
the needy achieve adequate nutritional levels. The other programs target specific 
categories of the population. Improving public understanding of proper nutrition, a major 
departmental objective, is also fostered by the nutrition assistance programs (Shirley 
Brown, personal communication, February 27, 2002). 
Brown (2002) further states that each state has its own Department of Agriculture. 
It is through this department that smaller, local initiatives are funded. It is through these 
state initiatives that additional funding may take place for programs, such as, Meals on 
Wheels programs for the elder and the ill. Correctional and health facilities may receive 
direct funding (Shirley Brown, personal communication, February 27, 2002). 
Lee Blake, Director, Social Service Roy L. Schneider Hospital, states that meals 
are an important component of providing normality and satisfactions. Institutional meals 
are provided in the hospital by the hospital catering services. Hospital budgets pay for 
food to the acute and long-term care units. Meals are not provided for persons attending 
outpatient clinics (Lee Blake, personal communication, November 10, 2001). 
Institutional Housing 
Housing is a fundamental right for persons with social functioning needs. Paul J. 
Carling (1989) says: 
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A home, a job, family and friends - these are the things all the Americans 
want and deserve, the building blocks of he American dream. People who 
are poor, who are old, and people of color or of ethnic origins, have 
historically been denied access to this dream by an economic system which 
is, at best, ambivalent about its role in the provision of those basic 
supports which are increasingly recognized as rights in western society: 
shelter, food, income and healthcare. 
Housing is defined as a building for human habitation that provides shelter from 
the elements of nature. Housing for persons with need in social functioning has been 
identified as a national priority (Carling, 1989; Torrey, 1992; World Health Organization, 
2001). 
Studies by Budson (1988) state that transitional/halfway housing is a residential 
facility that operates seven days a week with twenty for hour supervision. Some of these 
residents have a staff member in residence on the premises. These staff members assist in 
providing activities of daily living for residents and are provided with room and board. 
These facilities are operated by nonprofit corporations. The buildings are often 
large old houses and house anywhere from 10 to 20 residents. Residents participate in 
daily planned activities, some in linked facilities that address health and education needs. 
Although, these halfway houses frequently act as alternatives to hospitalization they were 
frequently used as transition points from the institution into the community. The resident 
population of these types of residences are usually young and have a good chance of 
reentering the community in a short period of time, such as six to eight months. These 
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residential services are used for persons transitioning from foster homes, rehabilitation 
centers, hospitals and correctional facilities (Budson, 1988). 
Long-term group residences accommodate a different group of people. Its 
residents are usually lacking in living skills, they require a higher staff resident ratio. The 
times spent in long-term group facilities may exceed one year (Budson, 1988). 
Cooperative apartments are another distinctive form of housing arrangement. 
They have no onsite staff and usually house groups of four per unit. They are usually 
visited by case managers from social service agencies that serve various residents. These 
types of residences are structured to avoid a multitude of constraint, such as minimizing 
set-up costs, lower operating costs, avoiding community opposition, and restrictive 
building codes (Budson, 1988). 
Farms provide a rural form of residential housing. They offer supervised living, 
farming chores, and reality-based responsibilities. These responsibilities are focused on 
the fulfillment of rehabilitative goals. This type of housing arrangement is conducive for 
those persons who can safely manage in a more independent community setting (Budson, 
1988). 
Foster or family care is one of the oldest forms of community placements in 
Puerto Rico and usually provides housing for four or more residents, according to foster 
homeowner Elvin Rosa (2002). 
The family caretaker is supervised by a visiting social worker from the referring 
agency. Yet, Budson (1988) states foster care has only minimally improved the social 
functioning or community participation of residents. Board and Care homes also add 
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little to the clients social functioning ability. Care in these homes usually reflect the 
interests of the proprietor and have no semblance of a rehabilitation program (Budson, 
1988). 
Studies by Torrey (1992) and Eslinger (2000) on persons with problems in social 
functioning show that many of these persons are now living in the streets or residing in 
jails, public shelters, nursing homes or other institutions. Institutions consist of formal 
rules and informal constraints. They have norms of behavior, conventions, and self- 
imposed codes of conduct. Both possess enforcement characteristics and have the 
structure that humans impose on their dealings with each other. Institutions are identified 
by the way each links the clientele and the level of enforcement (Ruttan, 1994). 
Many of those who have used institutional housing are poor and without 
resources. Prolonged periods of enforced idleness are not conducive to work habits and 
promotion of responsibility, or attachments to family or the labor force (Ruttan, 1994). 
For the poor, housing problems have changed over the years. Declines in 
affordable housing has created a high cost environment that is not supported by the 
income base for many persons. Therefore, persons on limited incomes, as well as, those 
in the middle-income range now find the cost of homes and apartments out of reach. 
Federal cuts in housing for the poor has stimulated the rise in homelessness within most 
states and territories (Carling, 1909). 
People with disabilities are a striking representation among the poor. Their 
disabilities are equal to an economic catastrophe they lack representation. They do not 
qualify for housing low-income programs that require income. However, because of this 
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crisis, and media coverage of housing needs, federal legislation is changing to meet these 
demands. This represents a opportunity for innovative housing strategies, which focus on 
housing and community integration (Carling, 1990). 
Widening gaps between institutional housing and the renters market translates into 
high rent burdens for persons who cannot participate in the housing market. Because of 
this gap, social service agencies, advocates, and researchers have acquired a wealth of 
experience in dealing with homelessness (Martin, Hopper, Lawing, Gordon, Underhill, & 
Lindblom, 1993). 
Findings from cross-sectional studies conducted on the homeless population 
indicate that they have specific characteristics. Men out number women in the homeless 
group five to one. Single adults, without children, make up three quarters of homeless 
persons. Eighty percent of homeless families are headed by women (Martin et al., 1993). 
Even though varieties of social services are available for this population, there is a 
need for healthier, less restrictive and normalized housing options. In St. Thomas, as in 
most states, most of these restrictive housing units, house significant numbers of mentally 
ill people (Torrey, 1992). 
Yvonne Woods, Mental Health Supervisor with the Long-term care unit, states 
that in U.S. Virgin Islands all adult persons with mental disorders in need of housing are 
sent to St. Thomas where there is a long-term housing facility. This facility houses 33 
residents living on the Long-Term Care Unit. They range in age from 18 to over 50. The 
largest percentage of this group is over 50. Twenty-six (26) of these residents are of 
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African Caribbean descent, 16 are from the U.S. Virgin Islands, and 9 are from the 
Eastern Caribbean islands (Woods, 2001). 
The St. Thomas acute care facility is located in the Roy L. Schneider Hospital. 
The hospital is a treatment facility for those with physical and mental illnesses. Staff 
consists of physicians, psychiatrists, medical social workers, psychologists, case 
managers, vocational and occupational therapists, and nurses (Blake, 2001). 
In some types of institutional housing settings, persons with problems in social 
functioning participate in rehabilitation programs. These programs help them with the 
psychological and social consequences of their inability to function adequately (Rodgers, 
1991). 
Housing for persons with problems in social functioning is an effort to include 
empowerment as a factor in the rehabilitation process. This approach aims to include the 
secure and protective factors that were found in former housing arrangements, such as 
long-term institutions. Yet, it eliminates the negative components of institutional life 
(WHO, 2001). 
Available research included little data on minority groups even though the 
majority of those with social service needs were people of color. Fueled by the large 
numbers in need of housing options, housing services are now receiving much needed 
attention from researchers (Froland, Brodsky, Olson, & Stewart, 2000; Lamb, 1993; 
Carter, 1986). However, Carling (1990) states that previous research by others has shown 
communities are more important than the characteristics of the resident in predicting that 
individuals participation in community life. 
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Kruzich and Berg (1985) suggest that attention to institutional housing has created 
trans-institutional housing arrangements. This means that community-based facilities 
were often smaller forms of institutions or transitional living arrangements. The 
functions of these community-based facilities are to develop resident’s social functioning 
skills. For some residents the facility represents the beginning of independent living. For 
others, with more severe and chronic conditions, the facility may become their permanent 
home (Kruzich & Berg, 1985). 
Kruzich and Berg (1985) state that these facilities have a responsibility to those 
they serve. Their responsibility includes providing opportunities for developing skills 
that are required if their residents are to live independent lives. This responsibility 
additionally extends to residents who will need the services of various social service 
agencies over an extended period. The capacity for residents to perform everyday 
activities is the basis for increasing their self-esteem, self-confidence and thereby 
improved social functioning. 
In addition, research by Kruzich and Berg (1985) further demonstrates that a 
relationship exists between the positive and forward looking administration that 
encourages social functioning. This outlook also affects the administration and planning 
activities within the organization. The attitude of the organization is reflected in their 
support of social services for residents. Negative attitudes are associated with minimal 
programming that promotes social functioning, while positive attitudes are associated 
with more intensive work in social service planning. This finding is consistent with other 
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findings that demonstrate that social functioning varied according to the programs offered 
to residents. 
People who have lived for long periods of time in institutions may have learned 
behaviors that are not productive for community living. Developing interpersonal skills 
help them to interact with others within their new environment. Behaviors that include 
antisocial aspects of institutionalized behavior, such as, fighting, swearing, and loud 
verbalization are destructive and limit community acceptance. Behavior is an important 
contributor leading to self-sufficiency. Maximum conformity and adjustment occurs 
when acceptable social behaviors are promoted in a normalized environment. Some 
forms of housing are structured in order to achieve this end (Kruzich & Berg, 1985). 
In San Francisco, for example, housing for this population implies a type of one 
stop shopping of housing arrangements. The residents are referred to as guests. Guests 
receive social services from social workers, drug counselors, job-training experts, 
lawyers, and other public benefits. On-site services are offered in a less complicated 
format without multiple visits to social service agencies (Rodgers, 1991). The San 
Francisco model builds on the relationship between housing and social services. It 
replicates social services on site, which are provided through out the community 
(Rodgers, 1991). 
Housing and Urban Development, a federal housing and funding agency, has 
encouraged the development of other programs that follow the San Francisco model. In 
1991, funding for federal housing with services totaled $884 Million. Subsequent 
funding for housing was conditioned upon providing a continuum of care services for this 
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population. Yet, not everyone wants social service programs or persons with special 
needs living nearby (Rodgers, 1991). 
Kim (2000) researched the NIMBY syndrome in Canada. NIMBY is an acronym 
for “not in my back yard.” This is a term used to describe attitudes of persons who do not 
want social service users or persons with disabilities living in their apartment complex, 
neighborhoods or next door to them. They may create or participate in organizations that 
actively work to stop such housing arrangements such as group homes and residential 
facilities. 
Kim (2000) states, “The underlying tenant of this study appears to be the value 
issues behind community reaction, particularly of the opposition side. Understanding and 
respecting the community perspective is a very important first step in developing 
community support and acceptance.” 
Kim (2000) stresses the importance of social work in this area. Social workers 
need to help people understand that community integration is a workable situation. 
Social workers can work to foster community respect for the dignity and worth of all 
persons and the importance of human relationships. Therefore, social workers are 
responsible to the people they serve, the broader society, to colleagues and to the 
profession. 
In reference to persons in need of housing and social services justice and fairness 
is elusive and personal interpretations play a major role. The world is not a just for me 
place. Human nature creates an environment where there are discrepancies between 
individual and collective justice. The larger societal group and individual interests are 
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pulled between self interest and self-centeredness. Social policies related to housing were 
not created overnight. They are long-term policy decisions that are for the overall societal 
good. These decisions include the policymakers and public input through the political 
process. The existence of the NIMBY syndrome is contrary to the democratic process 
and principle of justice for all (Kim, 2000). 
Ulas and Connor (1999) identify variables that influence community-housing 
options. These variables are matching of users, individual specific needs, type of 
supports provided, and social services that are focused on a particular group. 
Race and poverty are two additional factors that have an impact on housing for 
persons in need of social services. Race and poverty limit some housing options, which 
are already limited for the poor. However, the Federal Section 8 program offers indigent 
persons additional housing options. Research on section 8 tenants demonstrated that 
some settled in slightly better neighborhoods than others (Newman & Reschovsky, 1996; 
Miech, Caspi, Moffitt, Entner, Wright, & Silva, 1999; Rosenheck, Morrissey, Lam, & 
Calloway, 1998). 
Bivariate statistics consistently revealed race as the most important factor. Blacks 
tend to move into lower-quality neighborhoods than whites. Although, the proportion of 
blacks in the general population of section 8 participants is larger, race explained the 
discrepancy (Newman & Reschovsky, 1996). 
Hull and Thompson (1981) define normalization as establishing and/or 
maintaining personal behaviors and characteristics which are as culturally normative as 
possible and promote social functioning. They studied characteristics of individuals, 
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residences, and communities in order to access whether that information should be taken 
into account when planning residential facilities. Study findings show that racially 
homogeneous housing impacts social functioning. 
Methodology for this study utilized 157 community residential facilities. There 
were 296 participants ranging in age from 19 to 86; 49.2% were males and 50.7% were 
female. The categories of independent variables employed were individual residential 
characteristics, social structural characteristics of the residences, staff attitudes, and 
community characteristics (Hull & Thompson, 1981). 
Hull and Thompson (1981) state that the most critical factor seems to be the size 
of the residence itself. The larger a residential facility the less normal home environment 
it provided. This occurs even when a variety of variables are held constant. In addition, 
Hull and Thompson (1981) found, as did Kruzich and Berg (1985), that independent 
living facilities score higher on normalization. They are more frequently free of social 
and physical over-protection, are small, and offer more freedom and autonomy to 
residents. Other factors were the location of the facility, and whether the facility selected 
was in a high or middle-income community. 
Residential facilities in higher income areas had higher scores on environmental 
normalization. These homes seem to provide a higher quality of physical settings and 
more potentially integrating services and resources. Most community residential facilities 
are located in lower income areas. Residences in middle-income communities were more 
normalizing. Smaller residences offer greater opportunities for independence (Hull & 
Thompson, 1981; Kruzich & Berg, 1985). 
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Carling (1990) states that normalization may not be the most important factor 
because there are many variations of residential settings. Carling (1990) reviewed the 
effectiveness of 109 transitional facilities and halfway houses. Findings demonstrate 
these facilities to be highly questionable because they fell short of their claims to help 
residents achieve adequate social functioning skills. Recommendations were for future 
studies to focus on where people live and how they spend their time. The researcher 
suggested that professional successes in assisting persons in need of housing services to 
get and keep normal housing, be further examined. The researcher questioned residential 
and new emerging housing models because they do not meet housing needs, they often 
confuse residential treatment with housing and assume that people need such programs to 
assure adequate social functioning. 
Studies from the Center for Community Change (CCC) at the University of 
Vermont in collaboration with Boston University have revealed significant dissatisfaction 
among users, their families, and service providers. Dissatisfaction is with the concept of 
a residential continuum, and with the transitional model. Inconsistent findings on the 
relationship of organized housing to social functioning demonstrate a need for additional 
research (Carling, 1990). 
Kurzich and Berg (1985) conducted a study to identify the facility, community 
and client characteristics that predict the level of self-sufficiency of clients. The purpose 
of their study was to assess organizational characteristics of long-term care facilities, and 
their capacity or their willingness to provide skills training in needed areas. Study 
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settings combined nursing homes of intermediate and skilled care, free standing 
intermediate care facilities and congregate care facilities. 
This study combined several data sources: interviews, observations, facility rating 
and survey of residents. The variable of client involvement with individuals outside a 
facility was based on residents’ frequency of contact with family and friends (Kurzich & 
Berg, 1985). 
The dependent variable, level of self-sufficiency, was behaviorally defined: 
cooking for self, buying groceries, managing finances, and the ability to get around the 
community. Findings show that in facilities where administration sees social functioning 
as a priority they promote client activities that strengthen independence and self- 
sufficiency (Kurzich & Berg, 1985). 
Organized work 
The opportunity for organized work is available to persons who have skills and 
education that enable them to meet the demands of the competitive market. There are 
few work opportunities for persons in need of social service supports with out assistance 
(Beaty, 1994). 
Limited opportunities exist in jails, nursing homes, shelters or hospitals. Some 
make license plates, uniforms and other assembling work. Public, private, churches and 
nonprofits provide social services to this population. They offer food, clothing and 
referral services for jobs, housing, furniture and health care (Crossroads Center, 2002). 
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In Atlanta, Georgia, many persons who utilize social services or who have been 
institutionalized are employed in a form of temporary work, which provides manual 
laborers for construction jobs. This type of work is a labor pool. Primarily, men preform 
this work. They are paid very low wages, which fail to meet many state and federal laws 
aimed at protecting workers. These jobs often place the worker in hazardous conditions 
without appropriate job training (Beaty, 1994). 
Without alternative employment opportunities, this group continues to face 
problems in trying to alleviate abuse. Most workers are paid in cash. In addition to 
worker abuse, many of these workers now experience criminalization of their poverty by 
the local government authorities. This nationwide trend turns the normal activities of 
vulnerable individuals into a criminal act (Beaty, 1994). 
In St. Thomas, the people who use various social services have wider latitude to 
function normally as they go about their daily activities. There are outreach programs for 
the homeless mentally ill, shelters and soup kitchens for those who need those services. 
As long as no serious violation of law occurs, these groups are allowed to work at odd 
jobs and in work pools around the island (Martha Bruce, personal communication, 
April 2, 2002). 
Structured Transportation 
In order to facilitate social functioning and self-sufficiency, adequate and 
assessable transportation is needed to access social services. Carolyn Jackson-Colley, 
(2002), Assistant Director Government and Community Relations, states that the U.S. 
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Department of Transportation provides funding in each state; portions of which is allotted 
for persons in need of special transportation services. Transportation is scheduled with 
the local PARA-TRANSIT organization for a fee. This service involves use of small 
transit buses that pick up persons by appointment. They use PARA-TRANSIT 
transportation to and from social service agencies and other destinations assisted by the 
bus driver. New York City and Atlanta, Georgia have PARA-TRANSIT services. In 
New York, these services cost $3.00 for a round-trip fare. In Georgia, these services cost 
$7.00 for a round trip fare. In addition, cities like Atlanta, Georgia, Silver Spring, 
Maryland, and New York City nonprofit agencies set up to serve the poor and disabled, 
provide some transportation services (Jackson-Colley, 2001). 
Social service programs refers clients to other service agencies. For example, 
Cross Roads Center in Atlanta frequently refers their patrons to other centers. Reasons 
for referrals include drug rehabilitation, clothing, furniture, job training, housing, as well 
as, for a weekly bus passes for public transportation if they have no other resources and a 
job interview or a regular employment (Information Fact Sheet, Cross Roads Center, St. 
Lukes Church, 1999; Americans With Disabilities Act, 1990). 
Rosemary Sumas, Director of Dial A Ride services in St. Thomas, states that this 
federally funded service is extremely limited. Standard sized buses are not able to climb 
the mountainous terrain to provide the required door-to-door services. Moreover, as a 
result, cars from the government motor pool provided most structured transportation 
services for persons using the health care system. The national federal budget proposed 
for social services in 2003 is 1.7 billion dollars. This is an indication of government 
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sensitivity to the need for social services (Rosemary Sumas, personal communication, 
2001). 
Informal Social Services 
Throughout the nation, herbal and natural remedies are being explored. In the 
Caribbean, because of the cost of medical care, people are continuing to work with 
alternative folk practitioners for healthcare and other social service needs. Caribbean 
priorities are rooted in the historical traditions, common human nature and a reality of 
limited resources. These priorities are aspects of distinct beliefs, practices, and culture. 
There are many forms of beliefs and practices within Caribbean subcultures and they have 
fostered different forms of health care. In spite of the reality that most Caribbean 
countries only recognize laws that follow the Western model, other treatment and service 
modalities are accessible. These informal services are based in cultural beliefs and 
practices and complement more expensive formal services (Aarons, 1999). 
Although the Caribbean region is a part of the Western hemisphere and 
considered middle-income regions by most donor agencies, they are poor. These small 
nations states are vulnerable to world economic changes that reflect in their ability to 
provide services to meet the needs of their people. Each country has the responsibility of 
balancing their budgets while meeting island needs in education, housing, employment, 
transportation, health, and crime prevention. Because of declining island economies, 
services have been declining (Aarons, 1999). 
As a result, these countries are finding it more difficult to provide basic 
healthcare, education and other social services. Of the islands in the Caribbean, only 
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Trinidad and Tobago and the island of St. Lucia have proposed comprehensive health 
insurance. In Jamaica, most persons are finding health care unaffordable even though the 
government finances some health care (Aarons, 1999). 
Caribbean societies are unable to follow the Western model of health care 
practiced in developed countries. These models are rights based and preoccupied with 
high quality care for individuals. The widening gap between the rich and the poor makes 
emulation of the Western model of service provision out of reach for the average islander. 
Rich islanders go to developed countries in North America for health care. It is, 
therefore, incumbent on the state to make decisions about the best method to guarantee 
services to those who have no resources. For example, a psychiatrist would be too costly 
for counseling an abusive husband, a mental patient, an alcoholic or a student with 
learning problems. In addition, specialists in serving this population may only be found 
in urban areas (Aarons, 1999). 
Increasing numbers of Caribbean people seek help from nontraditional sources, 
which were practiced by most societies before contemporary times. These societies 
depended on majico-religious systems, which included religion and medicine. Such 
systems were governed by supernatural powers and evil human intent. Since there is no 
one world view on the causes for ill health and problematic social conditions indigenous 
systems such as Obeah still exist (Aarons, 1999). 
Folk medicine is a practice in many countries and is reflective of a peoples 
background and culture. Caribbean folk medicine derived from slaves who brought their 
knowledge of herbs, magical arts and potions from Africa. They are used by Obeah men, 
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psychics, clairvoyants, revivalist leaders or a mother (Aarons, 1999). In the Caribbean, 
what might be called a form of social service, Obeah, voodoo or black magic is a 
manipulation of the spirits, to obtain ones personal desires, good health, love, revenge or 
a good business (Aarons, 1999). 
Revivalism is a religious approach that is practiced within the church. The 
Revivalist is a man or woman who practices by using herbs and other folk cures. They 
work within the church so as not to be mistaken with the Obeah practitioner. The 
Revivalist is said to be given his/her gift from God and receives revelations from God and 
instructions about formulas and uses of potions (Aarons, 1999). 
In addition, there are psychics, clairvoyants, and mothers who are gifted persons. 
These practitioners include the use of herbs, Tarot cards, tea leaves, or water from which 
they read about the personal details of client lives. Those who work through prayer 
receive vibrations about what their clients need and some even read by looking into the 
iris of the clients eye. None of these non-biomedical practices are recognized in 
Caribbean law. In fact, the medical profession has been warned against any attempts to 
offer legitimate support to these informal services as did South Africa (Aarons, 1999). 
In fact, one African country has made it illegal for herbalists to advertise. Kenyan 
medical leaders have spoken out against herbalist claims to be able to cure diseases and 
correct social problems. Speakers at the conference of the Tropical Institute of 
Community Health and Development in Africa College in Kisumu, Kenya said that some 
herbal treatments had not been tested for efficacy. The government of Kenya is 
developing policies to streamline the work of such herbalists (Oywa, 2002). 
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In the Americas, informal social services continue to be apart of the system of 
support for those who live on the U.S. mainland and the numerous Caribbean countries. 
However, in some countries informal services are stopped. They provide service to 
families, groups and individuals that compliment the more formalized services. Informal 
social services are community-based services for persons in need of supports that will 
enable their social functioning (Copeland, 1999). 
These services were not sponsored by the health care system. They are forms of 
self-help and mutual aid. For example, some communities use volunteers to encourage 
mothers to participate in social services that contribute to learning in family health, 
substance abuse, spousal abuse, budgeting and nutrition. Community volunteers that 
have the same racial, ethnic or cultural background as the community members have been 
helpful in promoting participation in services and education (Copeland, 1999). 
Copeland (1999) defines black self-help as a form of mutual-aid. This initiative 
is developed, implemented and directed by the people who use them. Within black 
communities there are self-help institutions, such as churches, fraternal organizations, 
voluntary associations, neighborhood groups, and extended family members. 
In many communities, the church is the cornerstone of the community. The 
church frequently provides a range of religious, cultural programs and other social 
services that strengthen the fabric of the community. Many programs use the church as a 
resource for reaching high-risk groups. In some communities, some of these self help 
resources are less structured and may be illegal. For the purpose of this research, these 
services are referred to as informal social services. They are initiated within the 
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community and are not sponsored by the healthcare system in St. Thomas (Copeland, 
1999). 
Indigenous counseling 
Susan Dobson (1983) writes about bringing culture into care and shares some of 
her observations. Dobson (1983) defines culture as a blueprint for social living. She 
continues by stating that culture is more clearly understood as “the sum of learned 
knowledge and skills ... that distinguishes one community from another which, subject 
to the vagaries of innovation and change, passes on in a recognizable form from 
generation to generation.” 
Dobson (1983) in her discussion on the practices of nursing and their 
understanding of culture state, nurses may not know how to gather the pieces of 
information about culture and it is easier to ignore culture altogether; to collect and 
include culture would throw doubt on established beliefs. Looking at culture can help 
social workers, healthcare practitioners, and social service providers look at how practice 
is implemented with these groups, as well as, help to reevaluate practice goals. 
In addition, understanding the cultural aspects of an individuals social service 
needs could increase the service providers ability to administer appropriate services. 
What one learns about cultures in the literature may be misleading or may not change as 
the social, political, health and economic environment changes. What we observe in the 
field of practice may be more relevant and current. By mastering the skills of cultural 
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assessment, the social worker can make culturally relevant and acceptable decisions, thus 
offering a better quality of care (Dobson, 1983). 
Morrison and Thornton (1999) research the quality of healthcare and beliefs 
among Southern blacks. They compiled information from interviews with individuals, 
family members, African-American experts, and nursing staff. The study emphasized 
that the first step in providing non-medical care options is to ensure that staff members 
are properly educated and accepting of cultural differences. Secondly, family members 
should be involved in staff workshops. Workshops will help the staff to understand 
family perception of what the client needs, promote a sharing of information about family 
needs, and include families when decisions are made. 
Workshops and family meetings should be handled by asking questions in a non¬ 
threatening manner. Family members are encouraged to share information about use of 
non- traditional service providers (Morrison & Thornton, 1999). 
Barker and Griffith (1993) state that it is reasonable to assume that some African 
American beliefs are an off shoot of African socio-historical antecedents. This has 
created a rich tradition of beliefs and practices that include conjure, herbalism, ghost lore, 
witchcraft, and fortune telling with charms and amulets. These are used to protect 
against illness. African Americans may also use conjure doctors to remove a fix. 
Additional findings demonstrate an African-American belief in oppression by 
spirits and atonement for wrongdoing. In additions, findings support the need for 
including the option of nonmedical treatment and that prayer, religious conversion, 
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spiritual healing, meditation and faith healing are helpful (Morrison & Thornton, 1999; 
Baker & Griffith, 1993). 
Yamashiro and Matsuoka (1999) researched acculturation and help-seeking. They 
state that acculturation is a likely predictor of service use and a strong indicator in help¬ 
seeking behavior. Persons who speak less English or reside in areas far away from 
services encounter barriers to using services that are more formal. This may result in 
reduced efforts to develop culturally appropriate services in the formal sector. 
In a study by Morrison and Thornton (1999), there is the need to include in 
traditional medical care some understanding of foreign or other cultural approaches that 
enable social functioning; one such model is Karibe therapy. Karibe therapy is a 
Caribbean counseling model that cultivates cultural influences into a more contemporary 
approach. Karibe therapy gained prominence in Trinidad and Tobago. It is now being 
taught to obeah doctors, medical practitioners and ministers, as well as other treatment 
groups in New York City (Davidson, 2001). 
This counseling model utilizes traditional Caribbean and African methods. Some 
of these methods included obtaining counsel and treatment from older aunts, village 
elders, godparents, village obeah persons, and the Iman spiritual leaders within the Indian 
communities (Davidson, 2001). 
These traditionalists treat by using counsel, baths, rituals, meditation, prayers, and 
herbal medicines. Karibe therapy is described as putting a modern face on a combination 
of spiritual re-evaluation, psychoanalytical psychotherapy, and family therapy. Karibe 
therapy stimulates ethnic and cultural revitalization. It directly targets the wounds of 
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slavery, indenture-ship, colonialism, neo-colonialism and racism. Karibe therapy 
provides counseling, which helps the individual create a new life orientation (Davidson, 
2001). 
Davidson (2001) states that this model provides culturally specific options for 
people of the African and Caribbean tradition. It also offers an alternative method, which 
enables social functioning for individuals and families among groups of people where 
Western methods have not worked or are not available. 
Maharajh and Parasram (1999) share their perception of the unique cultural 
practices influencing the practice of psychiatry in Trinidad and Tobago. These Caribbean 
islands have been influenced by colonial powers for over 500 years. These multiple 
influences have created a unique blend of culturally based treatment modalities that mix 
scientific knowledge, superstitions, religion and folk medicine. Even though Western 
psychiatry was introduced in Trinidad and Tobago over one hundred and fifty years ago, 
there has been no separation between psychiatry and religion. 
Data from the 1992 statistics indicate that the population of this twin island 
republic is 1.2 million people. This number include a population that consists of 39.6% 
African Caribbean, 40.3% Indian, 0.69% white, 0.4% Chinese, 18.4% mixed race, and 
0.7% other. According to the VI Census (2000), 515 or 2.7% of St. Thomas residents are 
from Trinidad and Taobago (Maharajh & Parasram, 1999). 
Colonial influences on the islands were Spain and Britain. Immigrant influences 
were Spanish and French. Indentured labor came from India, China, and Madeira. The 
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first Trinidadians were the indigenous Amerindians. They belonged to the Carib and 
Arawak tribes (Maharajh & Parasram, 1999). 
These forces contributed to establishing culturally appropriate treatment 
modalities, which emerged from the collective unconscious of the people. For example, 
the indigenous population developed a treatment for those with mental disorders; they 
called these persons “mindriven.” They devised their own form of herbal medicine. 
These medicines were made while singing special songs. Salvent herbs were blended 
with food and leaves, and left hanging on fruit trees for those that wander. In addition, 
the native Indians had close contact with the spirit world (Maharajh & Parasram, 1999). 
Trinidad and Tobago had less than fifty years of slavery. Thus, slavery did not 
have the same effect as did slavery in a country like Jamaica, which had over two 
centuries. After emancipation, the freed slaves reverted to their native customs and 
African thought did have an influence as did Indian thought. The East Indians had a well- 
defined system of religious and cultural codes of behavior. They resisted Christian 
indoctrination and organized themselves into small communities. Brahmin pandits led 
these communities (Maharajh & Parasram, 1999). 
Their practice of indigenous counseling utilized behavior modification techniques. 
These techniques were based on adherence to religious and cultural norms. Out of this 
system came the modem day village councils. Village councils, which include priest, 
pandit, Iman, and obeahman remain the first contact for the majority of persons in need of 
counseling (Maharajh & Parasram, 1999). 
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In 1979, a residential program modeled on the Western treatment failed. The 
program involved an ideal purchase of a three story building on ideal agricultural land. 
The rehabilitation facility accommodated 64 patients and 50-day patients (Maharajh & 
Parasram, 1999). 
The approach was a type of psychosocial rehabilitation that sought to increase the 
level of social functioning of residents. This effort was an attempt to enable the 
participants to live successfully within their communities with little professional help. 
This Western model was not a workable solution. It did not include workable cultural 
components of the diverse Trinidadian community (Linhorst, 1995; Maharajh & 
Parasram, 1999). 
South Africa has a Western model for providing services to persons in need. It is 
recorded in Update (1998), a publication of the Health Systems Trust of South Africa, 
that traditional healers have been administering health care for centuries. In South Africa 
these persons are known as witchdoctors, sangomas and inyangas. Among this group of 
traditional healers, use of common medicines like penicillin, aspirin and western-style 
ointments are foreign. They use fruits of the earth, gathering plants in mountainous areas 
of KwaZulu/Natal, the Free State and the Eastern Cape (Hess, 1998). 
Even though traditional healers play a crucial role in administering health care and 
other social services to the majority of South Africans, their role is not concretely defined. 
There is still disparity between western-trained doctors and indigenous practitioners. In 
the 1970s, they lead a protest against the British Witch Craft Act of 1818. Asa result, a 
council was formed to address the problems of traditional healers (Hess, 1998). 
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To date, countries like Swaziland, Zambia and Zimbabwe are represented in a 
South African organization of traditional healers. This organization currently represents 
over 180,000 traditional healers (Hess, 1998). 
In order to participate in this organization one has to serve as an apprentice for 
one to five years. The individual has to be well known within the community and 
amongst other traditional healers. Registrants are given a book to certify that they are 
qualified practitioners and these qualifications are valid in Africa, Asia, Latin America, 
Europe and Australia (Hess, 1998). 
Beginning in 1980, healers were actively involved in the health delivery system in 
South Africa. Meetings with traditional healers were held. Traditional healers exchange 
views and shared knowledge and experiences. Healers were encouraged to bring their 
patients to clinic when biomedical treatment was needed (Pitt, 1998). 
There is a good relationship between the aspects of the government health system 
and traditional healers, thus adding approximately 300 health workers and social service 
providers. They receive training in health care. It was noted that these healers are the 
service providers to whom South African would turn for assistance anyway (Pitt, 1998). 
The view shared by leaders of one traditional healers group is that traditional 
healers should be incorporated into the South African Interim Medical and Dental 
Council. It is felt that this would provide traditional healers with benefits, one of which 
is recognition by hospital and doctors. Other benefits under consideration by healer 
groups are use of official medical reports, and work within social service system. In 
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addition, a traditional healers school is being proposed along with use of regional offices 
that lay unused because the government lacks staff and funding (Hess, 1998). 
Campbell (1943) documented spiritual practices using Obeah in the Virgin 
Islands. Obeah was a version of Virgin Island sorcery of African origin. Obeah was 
considered magical and was practiced throughout the Caribbean. The power of this 
practice did not derive from any personalized God or shrines. There were no societies or 
rituals. It merely developed out of a combination of traditional African religions. 
Practitioners were known, available for consultation, and some were costly. The practice 
of Obeah was discussed in Caribbean literature and sung of in Caribbean music. 
However, the practice was illegal and as a result carried out in secrecy. It is speculated 
that Obeah, while it was widely used among the lower classes was a social force among 
all classes and particularly the older generation. 
Research by Weinstein (1962) shows that even though individuals may have felt 
that their problems were caused by Obeah, they consulted medical doctors. The practice 
was seen as a mode of adaptation to stress. Weinstein (1962) felt this practice organized 
and controlled unpredictable forces. 
Maynes (2001), a Virgin Island practitioner, states that Obeah was used as a 
treatment for mental disorders and physical conditions. In addition, the clients did not 
want to go to traditional service providers because they felt services in the Western model 
would not take their spiritual beliefs seriously. Obeah was described as a form of positive 
psychology (C. R. Maynes, personal communication, 2001). 
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Obeah practitioners are overwhelmingly Catholic. Those persons who procured 
the services of an Obeah practitioner are often the very people who stressed the illegality 
of the practice. They enforced legal sanctions against it. Many are prominent 
professionals within the community. According to Maynes (2001 ), Obeah was used to 
correct ill health, financial, legal, and social conditions. 
Self-Medication 
African-American traditions include the use of folk medicine, which is a 
knowledge of plants and herbs used to by African ancestors. This knowledge has been 
applied to American plants. Several of these plants are sassafras, willow leaves for fever, 
and dampened mullen leaves for skin problems. This form of doctoring is used to create 
spring tonics that flush worms from the system (Griffith & Baker, 1993). 
As in the Caribbean, working roots uses plant roots to create potions to bring 
about good or evil. It is thought that illnesses can be created on persons by combining 
plant roots. This form of self-medication/spiritual treatment is often seen as a Southern 
phenomenon; however, all socioeconomic levels within the African-American 
community know it. The effect of certain potions on an individual can usually be related 
to the belief system of the persons taking it (Griffith & Baker, 1993). 
A form of psychological care exists for healing by using rituals from Catholicism, 
Protestantism and voodoo. In addition, other less than orthodox medical systems are used 
including the pastors of African-American churches. They provide a form of 
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psychotherapeutic care. Research demonstrates that women use this system more then 
men (Griffith & Baker, 1993). 
The Robert Wood Johnson Foundation conducted research to document the health 
status of populations of color in 1991 and 1993. These studies included sampling of 
African-American and Hispanic populations. The 1991 study focused on health status, 
human resources, and availability of hospital and nursing home beds. The most 
significant finding in the first report was on the spread of AIDS. 
The second Robert Wood Johnson report (1993) focused on substance abuse. 
This report had fewer indicators of linkages by race and Hispanic origin. Findings show 
that the rate of death from the ingestion of alcohol and illicit drug was greater for African- 
American men. The rate of death from alcohol for African-American women was twice 
that of white women. The rates of death were found to be highest for African-American 
men then white, Hispanic and African-American women. This analysis did not include 
data from other ethnic groups. 
The Robert Wood Johnson Report of (1993) focused on the relationship between 
access to health care and health status. Findings demonstrated advances in health care 
that provided major gains in health care delivery that were reflected in the healthcare 
status of the population of the United States. However, these advances had not reached 
the lower-income African Americans or the Hispanics. 
In addition, this report found that of the factors related to access to health care, 
low income, lack of health services in the community, unavailability of health insurance 
60 
and the absence of culturally competent services providers were the most notable factors 
(Gaston et al., 1993). 
Lillian A. Miller, Assistant Director of Mental Health in the Virgin Islands, agrees 
with the findings of the Ford Foundation reports. Moreover, some islanders utilize self- 
medication as a way of managing their difficulties. Frequently they were unwilling to ask 
for social service assistance, nor did they like the way prescribed medications made them 
feel. They wanted to maintain control over their lives. Some persons with social service 
needs self-medicate by using drugs, such as alcohol, marijuana, crack cocaine and other 
local weeds. This form of self-medication is a way of dealing with physical, mental and 
social problems, such as hallucinations, relationship difficulties, job, disease, poverty and 
isolation. Drug use often exacerbated symptoms creating family and community 
problems (Lillian Miller, personal communication, 2001). 
Considering the frequent use of herbalists, readers, sleepers and healer services to 
solve problems and find solutions by persons who migrate to the island, Caribbean 
societies needs to conduct more research to exploit the medicinal properties and other 
cultural options frequently used by Caribbean people in distress. Traditional healers, 
herbalists and various types of traditional counselors will continue to be a part of the 
Caribbean community because they provide culturally acceptable medical, psychological 
and social supports (Aarons, 1999). 
Although modem methods of treatment are available, some persons prefer to use 
folk remedies. These remedies need to be scientifically tested for their benefits and risks. 
Scientific data is need to support their use in the health care system. Several herbs are 
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known for there medicinal quality and are widely used. For example, aloe vera is used in 
the Virgin Island and Jamaica to heal burns, cure flu symptoms. Bitter bush is used for 
colds and to clean the blood. Ganja or marijuana is widely uses in Jamaica as a tea, for 
stress, glaucoma and asthma. Sour sap leaf is used for stress, hypertension, nutmeg for 
eczema and impetigo. Garlic is also used for hypertension and to keep away bad spirits 
(Aarons, 1999). 
Limited research on the uses of several of the many varieties of plants is now 
occurring in Cuba, Jamaica and St. Kitts. Although, Puerto Rico does have several 
pharmaceutical companies they have shown little interest in this region (Aarons, 1999). 
Community Meals 
In an August 1999 report by the United States Department of Urban Development 
and the Department of Health and Human Services, shelter or meal programs were the 
most usual sources of food. Fifty-seven percent of those in the study had spent a least 
one-day in the month with nothing to eat. In addition, many people reported difficulty 
finding a place to clean up, to obtain medical care, or to find clothing. Study participants 
reported income came from odd jobs or family gifts. However, income from illegal 
activities was also common. These illegal activities included sex work and drug dealing 
(The National Symposium on Homelessness Research, 1998). 
Like most people, Virgin Islanders have specific food and beverage preferences. 
Some of these preferences include boiled fish, fungi (made of cornmeal), fried fish and 
Johnnycakes, Kallaloo (a stew-like food that includes spinach, fish, pork and okra) and 
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various fruit tarts. Some of these foods are served as holiday specialties or during other 
festive times in community soup kitchens (Mary Mercer, personal communication, 2001). 
Gretel Berkley, Program Director for the Catholic Social Services of the Virgin 
Islands (CSS), conducts a daily soup kitchen and clothes closet. This social service 
program gives clients the opportunity to meet and socialize with peers, obtain nutrition 
and receive additional services (Gretel Berkley, personal communication, 2001). 
Captain Deborah Sam states that The Salvation Army, another community service 
agency, offers on a daily basis, clothes, meals and spiritual guidance at no cost to program 
participants. Social networks are established and maintained around these services, 
particularly the meals (Deborah Sam, personal communication, 2001). 
Community Housing 
Homelessness of the 1980s was worse than that of the Great Depression. Streets 
of cities and shelters were seemingly filled with disability, disease and death as regular 
occurrence. Women and children occupied skid-row shelters that had been reserved for 
men. People without hope of finding, or managing their own homes were discharged 
from psychiatric hospitals. Crack cocaine, HIV/AIDS and tuberculosis became major 
afflictions of the poor particularly the homeless (Martin et al., 1993). 
Crisis poverty accounts for transient or episodic disruption in the lives of those 
marked by hardship. This group bridges the gap by utilizing shelters, or other makeshift 
accommodations. Their housing problems may occur in conjunction with other social 
ills. For example, other problems may be poor employment prospects because of poor 
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education, obsolete job skills, domestic violence, poor parenting or few household 
management skills. However, it is the persistent poverty that is the determining factor in 
unforeseen crises and setbacks (Martin et ah, 1993). 
Cook ( 1994) states that women have barriers to obtaining commercial housing. 
These barriers include limited financial resources and economic vulnerability. Women 
users of social services come to the housing market with poorer work histories, less 
generous benefits. These benefits are disability insurance, supplemental security income, 
and worker’s compensation. In addition, there are frequently needs for child care or care 
for an elderly parent. 
The relationship between poverty and place of residence is that women may live 
in unsafe housing and unsafe neighborhoods. They are targets of crime and violence. It 
is because of these facts that women report more physical and sexual assaults then men 
(Cook, 1994). 
Cook (1994) researched the level of integration and found that the level of 
integration was determined by the residents level of functioning. Clients with lower 
functioning levels were the recipients of increased levels of support from residence 
managers. These residents also had lower compatibility with housemates than their 
higher functioning counterparts. Persons with higher social functioning were involved 
with facility activities (Cook, 1994). 
Age was found to be a factor in independent living outcomes. Younger clients 
were more involved in community life and activities. This younger group was less likely 
to reside in more structured, supervised or noncommercial housing (Cook, 1994). 
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John Schliefer, Director of Personnel for the Virgin Islands Housing Authority, 
states that housing in St. Thomas is particularly critical and the U.S. Virgin Islands has 
been designated as a high cost-housing region by the Federal Government (John 
Schliefer, personal communication, 2001). 
In St. Thomas, there are two community-housing opportunities for persons in 
need of assistance with social functioning. One housing service is provided by the non¬ 
profit organization Lutheran Social Services of the Virgin Islands (LSS/VI). This 
organization is the largest child and family service agency in the U. S. Virgin Islands. 
LSS/VI receives funds from a variety of sources: federal, public, and nonprofit. LSS/VI 
began as Queen Louise Home for Children; it was founded in 1904 under the auspices of 
Danish Crowned Princess Louise. In 1917, Queen Louise Home was transferred to the 
Lutheran Church in America and then to Lutheran Social Services in 1960. The Mission 
of LSS/VI is to express Christian love and care to the community through service 
(Vincent Philbert, personal communication, 2001). 
Philbert, a Lutheran Social Service administrator, states that in St. Thomas 
LSS/VI provides housing for persons with mental disorders who are age 62 and older in 
the Ebenezer House apartments. Ebenezer House is a 2 Vi year old apartment complex 
with approximately 42 one-bedroom apartments. Housing and Urban Development 
funded this independent living facility. It opened in 1997 (Vincent Philbert, personal 
communication, 2001). 
Thomas (2002), a group home administrator, states that in 1992, LSS also 
established the Ginger Thomas Home for persons with physical disabilities. The home, 
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destroyed by Hurricane Marilyn of 1995, has since been rebuilt as The Yellow Cedar 
Home. The home has ten bedrooms. It will house fourteen people upon reopening 
(Attlee Thomas, personal communication, 2002). 
Research has shown that housing relief efforts are locked in a state of emergency. 
Drop-in and shelter programs address symptoms of the housing need only. Supportive 
housing options for the poor and disabled remain scarce. This group is increasingly 
isolated from the broader community strategy. The need is to develop a strategy that will 
address the problems of poverty and the inadequate supply of affordable housing. In 
addition, a comprehensive approach should also address welfare reform, health-care 
reform, housing, community and economic development. Education and employment 
policies are additional primary focal points for action (The National Symposium on 
Homelessness Research, 1998). 
On the other hand, some housing organizations have created in house jobs for 
residents. These jobs offer a variety of job opportunities, which include transitional and 
permanent employment. While they are particularly useful for persons with mental 
illness, they provide an inviting work atmosphere for all workers (The National 
Symposium on Homelessness Research, 1998). 
Casual work 
Work is the act of providing a service for which one is paid. Work is a crucial 
factor for persons with impaired social functioning because it can determine the level of 
self-sufficiency possible for this population (Fuller, 1992; Brown, 1999). 
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However, job-training programs for persons who reside in shelters or on the 
streets are limited. Since the 1960s opportunities for training has increased. There are a 
variety of programs to address unemployment, poverty and persons with disabilities. 
Yet, these programs do not reach out to persons who are not in the job hunting 
mainstream. They do not reach out to those in shelter, halfway houses or in other 
marginal situations. These programs generally include job search assistance, short-term 
classroom training, long-term classroom training, and subsidized employment. There are 
barriers to participation by persons with social service needs. Programs lack of flexibility, 
have lengthy periods for determining eligibility, and limits on funding and duration of 
services (Martin et ah, 1993). 
Social service users need to be rewarded for their attempts at consistent work. 
They need to be assured that they are able to reap the benefits. Receiving health care and 
childcare can encourage them. In addition, they should have access to education, training 
and cash assistance (Martin et ah, 1993). 
A study by Brown, Cosgrove, and DeSelm (1997) researched how persons with 
impairments to social functioning see barriers to their achievement of self-determination 
and independent living. Study findings demonstrate barriers identified by patients were 
the following: stigma, lack of affordable housing, inferior health care, poverty, 
segregation, work disincentives, and unemployment. 
Priebe et ah (1998) conducted a study in three countries. This study examined the 
employment attitudes towards work, and quality of life. Portions of this study are 
particularly telling about work attitudes in America those who have experienced some 
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form of institutional stay. Many of those that participated in the American group 
described available work as hard, stressful, dirty, demanding and fast-paced. They felt 
that these jobs were too “low-grade,” and paid little money and were not worth the effort. 
Increased earning often trigger decreased benefits from social services, entitlements and 
rent-subsidy programs. Thus, work is a disincentives among this population. 
Browne (1999) studied supported employment by examining the benefits to 
persons with impairments to social functioning. One program was a supported 
employment program and the other a psychosocial educational program. The supported 
employment model’s aim was to give more structure to the lives of program participants. 
The program provided sheltered employment with opportunities for socializing. It 
also provided vocational rehabilitation for individuals who were unable to obtain open 
market employment. For example, some participants made dolls in a setting supervised 
by a vocational therapist. These dolls were then sold to community gift shops (Browne, 
1999). 
In contrast, the psychosocial education/occupational therapy program consisted 
primarily of therapy, relaxation exercises and discussion groups on current affairs. The 
goal of each program was to enable individuals to attain the highest feasible quality of 
life. All participants lived in supervised housing and were participants in one of the two 
programs on a daily basis (Browne, 1999). 
Patients were interviewed about nine areas of their lives: legal and safety issues, 
religion, leisure, living situation, health (physical and mental), family relations, social 
relations, work/education and finances. They were asked to rate how they felt about life 
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in general. Of this group of 27 male and 17 female, the average age was 36.3 years 
(Browne, 1999). 
Study findings demonstrate no significant differences between the groups in terms 
of weekly income. Participants in the supportive employment group reported a greater 
global well being in the following areas: satisfaction with their employment status, 
finances, and social relationships. There were no significant group differences in terms of 
satisfaction with leisure, living situation, legal and safety, family relations, religion or 
health (Browne, 1999). 
Research by Browne (1999) demonstrates the primary focus of the Prevocational 
program was to identify, train and rehabilitate. Additional aims were to maximize 
functional capabilities and stability before a referral to vocational training programs or 
their return to open employment. 
After a sixteen-weeks assessment, findings demonstrated that occupational 
therapy groups did not experience a significant change in their quality of life. Findings 
further suggest that programs, which provide opportunities for vocational or 
prevocational rehabilitation, may have quality of life benefits that support independence 
and social functioning (Browne, 1999). 
WorkAble is a non-profit organization in St. Thomas founded in February of 
1989. It is a supported employment agency, which provides employment services to 
persons with disabilities. This model of job training is designed to help people with 
severe disabilities work and meet employer expectations. WorkAble staff provides pre- 
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screened workers, ongoing training and support service to workers on the job (WorkAble 
Fact Sheet, 2001). 
The Avis, a Virgin Islands newspaper, on November 7, 2001, wrote about 
problems among the homeless and mentally ill populations. In St. Thomas, persons in 
this group are frequently unable to perform organized work and as a result, they turn to 
casual work. Casual work involves cash payment for work at the end of the event. These 
laborers take jobs by the day, type, or rate of pay. Examples of this type of employment 
in St. Thomas include sweeping sidewalks for merchants, putting up tents for vendors in 
the vendor’s plaza, and running errands (Mary Mercer, personal communication, 2001). 
In addition, some people with more visible emotional problems allow pictures of 
their strange, colorful dress and odd behavior. Tourists pay for the pictures (The Avis 
Newspaper, 2001). 
Unstructured Transportation 
In St. Thomas, most forms of unstructured transportation were car rides from 
relatives, friends, hitching or walking. There are other modes but obtaining use can be 
complex. In the island of St. Thomas Dial-A-Ride, established in 1985, provides Para- 
transit services for persons in need. This service has an annual budget of $200,000 per 
year. The Virgin Island Government and the United Way fund this service. Persons 
needing transportation to social service agencies make an appointment for door-to-door 
service. For this service, each person pays approximately % of what it would cost at taxi 
rate for the distance traveled. Dial-A-Ride has a seven person (7) governing board and 
70 
one executive director. Dial-A-Ride supports the individual, and also plays a significant 
role in assisting with family support by relieving the family of transportation 
responsibilities (Rosemary Sumas, personal communication, 2001). 
Mr. Donald Chinnery, maintenance supervisor of the government motor pool, 
states that additional transportation is available through some subsidiary agencies. To 
access these services a person contacts the Department of Human Services, the Center for 
Independent Living, and some community churches. Mr. Chinnery states that these less 
advertised services have vans and do provide some service to the public in addition to the 
Dial-A-Ride service (Donald Chinnery, personal communication, 2002). 
Atkin Gushard (2002), supervisor with Vitran bus service on St. Thomas, states 
that public bus service is not available on Sundays and regular schedules may have time 
gaps. For example, service to the west end of the island on Saturdays occurs at 6 a.m., 
1 p.m. and the last bus is at 5:35 p.m. However, there is a small para-transit service 
available. In order to register for this service, one must visit the office and apply. The 
Para-Transit has a fleet of two buses of which only one is working. Each bus 
accommodates three persons at a cost is $1.00 (Atkin Gushard, personal communication, 
2002). 
Policy, Planning and Administration 
Cultural competence is a way of telling the client that he or she is welcome. Such 
services let the customer know that a set of sensitive cultural skills, knowledge, and 
policies are in place within the organization. The underlying theme here is the conviction 
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that services tailored to culture are more inviting, and they will improve outcomes by 
encouraging those who need them to get help (U.S. Department of Health and Human 
Services, 2001). 
Research by Hutchinson and Hickling (1999), demonstrates the importance of 
psychiatrists and medical professionals understanding persons with problems in social 
functioning. The research aimed to identify the understanding of concepts held by 
medical students. Findings demonstrated little support for persons with problems in 
social functioning. Lack of understanding of cultural differences can affect professional 
responses toward developing policies, programs and support services for this population 
(Rait, 1999). 
According to Hutchinson and Hickling (1999) research on race, ethnicity and 
health care does not attempt to understand groups in their social context, nor does it look 
at behavior within its cultural context. The researchers stress the Anglo-European factors 
heavily influenced in the development of social services for Caribbean peoples. These 
influences have not expanded to include non-Anglo cultures from around the world. 
This research enables the V.I. Government to comply with stringent federal 
application guidelines for funding. These guidelines require data and analysis that 
demonstrate a need for social services. Data from this study has identified formal and 
informal social service usage and the effect of use on social functioning. This study 
contributed to a targeted funding approach, strategic program planning, policy 
development and administration of culturally specific social service models within the 
region (Hutchinson & Hickling, 1999; Maharajh & Parasram, 1999; Rait, 1999). 
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Yet, there is a gap between research and practice. This gap exists because 
practioners lack knowledge about research results. In addition, there are fundamental 
differences in the characteristics of persons studied in academic settings where the 
research is conducted verses practice setting. Practice setting has a more heterogeneous 
population and they frequently have more than one disability. This gap is worse for racial 
minorities who are frequently not included in the research (U.S. Department of Health 
and Human Services, 2001). 
With the limited resources of the Virgin Islands, it is necessary to plan a focused 
approach that will support adequate social functioning for all it citizens. It is necessary to 
develop a strategic plan to enhance and develop social services. Planners will need to be 
mindful of political, budgetary and other constraints. 
Theoretical Framework 
The biopsychosocial model of healing offers an alternative approach to the 
medical model of western culture. The medical model has not expanded to incorporate 
the changes brought about by urbanization, migration, industrial and technological 
revolutions. These changes are contributing factors in new categories of modem day 
ailments, such as those related to stress, personal attitudes, culture and lifestyle. 
Therefore, the medical model does not incorporate psychological, psychosocial, or 
spiritual factors, which are the source of many new ailments (Dacher, 1996). 
As the realization of the deficiencies inherent in the medical model took root in 
the minds of the public, alternative-healing methods began to grow. Self-care, alternative 
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healing, mind/body connection are responses to the limitations of the medical model. 
Personal involvement in healing challenged health practitioners and social scientists to 
develop an approach, which would include psychological, psychosocial, and spiritual 
factors (Dacher, 1996). 
George Engel developed an expanded model of healing. In the 1970s, using the 
principles of systems theory, George Engel developed the biopsychosocial model. 
Engel’s model was based on the biopsychosocial approach as a continuum for reviewing 
factors that influence behavior problems (Dacher, 1996). 
Elliott S. Dacher (1996) expands George Engel’s biopsychosocial model. This is 
the theoretical framework used for this study. There are ten (10) realms in this model. 
They are the following: material, biological, psychological, relational, social network, 
community, cultural, spiritual and familial provider network (Wayne, & Goetz, 1998). 
This study utilizes those realms of Engel’s theory that are specifically related to 
social functioning as defined by the social work Persons In Environment System of Social 
Functioning Problems (PIE) by Karls and Wandrei (1994). PIE defines social functioning 
as a person’s performance in social roles. The social role is defined as fulfilling or a 
recognized position in society. For example, an individual might be a parent, student or 
employee in which tradition, law, societal and family values define the content of the 
role. The way the functions are accomplished may vary from culture to culture. 
Moreover, these functions may be accomplished in different ways within the subgroup of 
a specific culture (Karls & Wandrei, 1994). 
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However, with familiar activities and appropriate supports people with problems 
in social functioning can retain the capacity to feel competent and engaged. Family roles 
are roles in which the individuals are linked by informal arrangements or law. These 
roles are played out within the family setting. They encompass such roles as the parent 
role, which includes delegating the responsibilities for nurturing and socializing the next 
generations. Parents may be natural parents, stepparents, legal adoptive parents or 
informal adoptive parents. Also included is the spousal role that is formed through a 
legal, religious or private union. The purpose of this union is for economic, emotional, 
sexual, social gratification and companionship and may include other sources of 
gratification (Karls & Wandrei, 1994). 
The family is instrumental in maintaining a member’s place in society through 
role and status in the family. The care-giving relationship is a resource for maintaining 
balance. The caregiver serves as a buffer between the person with problems in social 
functioning and the world as they guide and protect this individual from confusion and 
difficult entanglements (Wayne & Goetz, 1998; Karls & Wandrei, 1994). 
In addition to family roles, there are interpersonal roles that embrace the social, 
cultural and spiritual realms of Engel’s theory. The interpersonal roles are interpersonal 
relationships between the individual and non-family members. These roles occur because 
of common interests or physical proximity as persons interact with each other. Examples 
of these types of interpersonal roles are: the lover role, the friend role, the neighbor role 
and the group member role (Wayne & Goetz, 1998; Karls & Wandrei, 1994). 
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Occupational roles are linked to social functioning ability. These roles are 
performed in the paid or unpaid economy. The paid role is a role that requires a person to 
perform responsibilities and expectations to acquire resources needed for food, clothing, 
shelter, transportation, recreation and personal care (Wayne & Goetz, 1998; Karls & 
Wandrei, 1994). 
The biopsychosocial model includes the linking of the professional helper, and 
service provider. This model is sensitive to the barriers that may arise if the service 
provider has complicated procedures that create dependency, lack support and advice, do 
not help balance the clients life situation, and/or create disorganization for the client 
(Wayne & Goetz, 1998). 
PIE (1994) refers to certain roles as special life-situation roles. They are time- 
limited, situational-specific roles that occur in addition to, or in place of, other possible 
roles and are governed by societal, legal, institutional, and professional expectations and 
responsibilities. Examples of special life situation roles are consumer role, inpatient/ 
client role, out-patient/client role, probationer/parolee role and immigrant/refugee role 
(Wayne & Goetz, 1998; Karls & Wandrei, 1994; Dacher, 1996). 
The biopsychosocial framework affords this researcher opportunity for an 
expanded and comprehensive understanding of the needs of persons who use social 
services. PIE (1994) offered a classification system for interpreting social functioning. It 
identifies and defines a broad spectrum of social functioning problems from the social 
work perspective. 
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In summary, this chapter was a review of the literature on the use of formal social 
services and informal social services in order to examine and explain how use of formal 
social services and informal social services impact social functioning. The literature 
review was presented to acquaint the reader with an overview of the subject matter, and 
to provide a scholarly presentation of the facts of this study. It is imperative to 
understand the range of social services used to enable social functioning by persons living 
in St. Thomas. This understanding will facilitate the planning, funding, development, 
and administration of culturally appropriate social services. 
The literature has shown that use of formal social services and informal social 
services impact social functioning. In addition, the literature supports the need for 
research within the cultural context of the Caribbean region. The way forward in this 
document is to utilize the information that has come through this literature review and to 
research the impact of using formal social services and informal social services on the 
social functioning of those persons in St. Thomas. 
CHAPTER III 
METHODOLOGY 
Chapter III is a planned strategy of investigation, which helped the researcher 
achieve the objective in as cost efficient and timely manner as possible. Presented is a 
comparative design for explaining and describing the scope of the relationship between 
the independent variables of formal social services, informal social services and the 
dependent variable, which is social functioning. 
The seven demographic variables used in this study were education, employment, 
ethnicity, gender, income, health care recipient, and origin. In addition, this chapter 
described the research design, research setting, sample and population, data collection 
and instrumentation, data analysis, and limitations of the study. 
Research Design 
The research technique selected was a quasi-experimental quantitative design. 
According to Leedy (1997), this design is used when group random selection and 
assignment are not possible and there are variables that cannot be controlled by the 




In St. Thomas, study participants were interviewed in four social service 
agencies. However, the researcher was unable to control such variable as housing, 
employment, race or education (Royce, 1995; Leedy, 1997). 
Research Setting 
There is limited research on the use of social services by persons in the Caribbean. 
As a result, there is little understanding of which social services help to support and 
enable social functioning. In St. Thomas, there are several sources of social services; 
however, research identifying which services are the most stabilizing for persons with 
problems in social functioning is not available. 
This study was administered in St. Thomas, U.S. Virgin Islands. The site was 
chosen because it is a U.S. territory, in the Caribbean, and has a majority African 
Caribbean population. The focus of the study was to identify and explain social service 
use by this population and how this use of social services impact social functioning. This 
site offered the opportunity to study a Caribbean population within the Caribbean region 
where studies seldom occurred. Regional research is an indicator for the potential 
development of future social service delivery systems. In addition, this region is a 
microcosm of the diversity of many U.S. communities. Although results of this study 
cannot be generalized to other populations, it may provide direction for future research. 
In conducting this study, each agency was selected because it offered social 
services to persons who were likely to be categorized as needing these services to support 
social functioning. Karls and Wandrei (1994) define social functioning in the PIE 
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classification system of social functioning problems. Social functioning is a person’s 
overall performance in his or her social roles. In this study social functioning was 
determined by asking the following three questions: 
1. Do you shop for yourself? 
2. Do you handle your own money? 
3. Are you able to get around by yourself? 
Sampling and Population 
Nonprobability sampling was used in this research design. According to Royce 
(1995), a non-probability sampling does not guarantee representation of all the 
population. Surveys were administered using convenience-sampling technique. Each 
participant was surveyed as they arrived in the various agencies. No attempt was made to 
control bias in the research. This study compared use of formal social services and 
informal social services for the impact that each had on the social functioning of persons 
receiving those services (Leedy, 1997). 
For the purpose of this study, the population included the following characteristic: 
persons who identify themselves as residents of St. Thomas and recipients or non¬ 
recipients of social services (Royce, 1995; Leedy, 1997). 
Data Collection and Instrumentation 
Agency directors were contacted. The purpose of the study was explained and 
permission for survey implementation requested. After permission was granted, the 
survey was administered to the participants at four sites in St. Thomas. The first site was 
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the outpatient clinic of the Division of Mental Health. Outpatient clinic services are 
counseling, medication management and day hospital services. 
The second site was the Family Service Center, which offers counseling services 
to families in crisis, as well as, shelter facilities for battered women. The third site was 
Catholic Social Services (CSS), which offers meals five days a week, clothing, and . 
shelter facilities for homeless persons. The fourth site was the Salvation Army soup 
kitchen. The Salvation Army provides meals and clothing to this population each 
weekday. The survey was administered to adult persons living in St. Thomas. 
In order to test validity and reliability, the questionnaire was field-tested in San 
Juan, Puerto Rico. Twenty-nine of 35 persons responded. The agency in Puerto Rico, 
Casa Rosa, Inc., was founded in 1990. Casa Rosa, Inc. provides housing for homeless 
persons under a grant from HUD section 8 of the Me Kinney Homeless Act. Casa Rosa 
is a member of the Continuum of Care of Puerto Rico. Ancillary services are provided to 
the residents they house by other member agencies (Elvin Rosa, personal communication, 
April 15,2002). 
The respondents of the field-tested questionnaire had the same characteristics as 
those respondents of the final questionnaire. The responses from field-testing the 
questionnaire resulted in the current instrument. 
The questionnaire includes 23 items. Of the 23 items, seven measured the 
demographic information, one identified the Caribbean island of the control group, six 
measured use of formal social services, and six measured use of informal social services. 
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Social functioning was determined by analysis of answers from participants surveyed and 
to three questions that described their ability to handle activities of daily life. 
The questionnaire was administered over a three-week period during business 
hours. Participants and service providers were advised of the purpose and the manner in 
which the questionnaire was administered. For the protection of human subjects, clients 
were assigned a confidential code number from one to three digits so that they would not 
be recognized. Their responses were utilized for the purpose of analysis. The 
questionnaire was administered in selected offices and private places. The questionnaire 
was delivered in the same consistent manner to each participant. 
Before delivery of the questionnaire, the researcher spoke with the selected 
providers to discuss the purpose of the study and the procedures to ensure confidentiality 
of each participant. The providers were requested to ask potential participants if they 
would agree to participate in the study. In the beginning of the process, participants were 
assured that all information regarding the questionnaire would remain confidential. 
The researcher gave instructions on completing the instrument. Upon 
completion, the instrument was given back to the researcher. Prior to submission of the 
instrument, participants were asked if they had questions regarding the purpose of the 
study. Any questions posed by the participant were answered. 
All participants were informed that they could think about the request prior to 
participation, and make a decision as to whether or not they would continue prior to 
ending the survey process. Questions regarding the content of the questionnaire were 
answered at that time. 
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The researcher filled out the questionnaire if the participant was physically unable 
yet, able to answer the questions. Once completed, each participant, submitted his or her 
questionnaire to the researcher. The researcher utilized recognized coding procedures to 
ensure confidentiality of the participant. 
Data Analysis 
Data were analyzed utilizing the Statistical Package for the Social Sciences 
(SPSS). Descriptive statistics were used to organize and analyze the data collected from 
the questionnaire. Frequency distribution was used on each of the variables of the study 
in order to summarize the basic measurements of the study. A demographic profile was 
developed on the study’s participants using items from the questionnaire. 
A Means Test was computed of the independent variables, formal social services 
and informal social services, by the dependent variable of social functioning. Social 
functioning was determined by client ability to shop for him/her self, handle his/her own 
money and get around by him/her self. 
The t-test for statistical difference was used to test the hypothesis (Gravetter & 
Wallnau, 1988; Royce,1998). 
Limitations of the Study 
This study is limited to adult Caribbean residents on the island of St. Thomas in 
the U.S. Virgin Islands. The reliability of the information contained in this study is 
restricted to respondent’s ability to accurately and honestly recall and self-report events 
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and perceptions that dealt with their use of formal social services and informal social 
services on the island. 
In sum, this chapter presented a design for examining and explaining the nature 
and scope of the relationships between the independent variables and dependent variable 
used in this study. Specifically, it described the research design, research setting, sample 
and population, data collection and instrumentation, data analysis, and limitations of the 
study. 
CHAPTER IV 
PRESENTATION OF FINDINGS 
The major purpose of this study was to determine if there were statistical 
differences between use of formal social services and informal social services by persons 
living in St. Thomas, U. S. Virgin Islands and San Juan, Puerto Rico with respect to their 
social functioning. This chapter describes the findings of the study and the test for the 
significance of the variables as put forward in the hypothesis of the study. The findings 
are organized into sections which include the following: demographic data, frequency 
distributions of formal and informal social services, means of formal social services by 
formal and informal group, distribution of social functioning variables and t-test formal 
and informal groups by social functioning. 
One hundred and fourteen (114) adult residents of St. Thomas and San Juan who 
used formal social services and informal social services were surveyed. The sample was 
drawn from a pool of potential respondents obtained from four providers of social 
services in St. Thomas, U. S. Virgin Islands (USVI) and San Juan, Puerto Rico. 
Demographic Data 
This section provides a profile of the study respondents. Descriptive statistics 




Demographics of Study Respondents (N = 114) 
Variable Number Percent Cum. % 
Gender 
Male 61 53.5 53.5 
Female 53 46.5 100.0 
Age Group 
Under 30 15 13.2 13.2 
30-39 25 21.9 35.1 
40-49 36 31.6 66.7 
50 & Over 38 33.3 100.0 
Ethnicity 
Black 68 59.6 59.6 
White 14 12.3 71.9 
Asian 1 .09 72.9 
Hispanic 25 21.9 94.7 
Other 6 5.3 100.0 
Birth Place 
USVI 51 44.7 44.7 
BVI 6 5.3 50.0 
US Mainland 25 21.9 71.9 
Puerto Rico 15 13.2 85.1 
Dominican Republic 7 6.1 91.2 
Other 10 8.8 100.0 
Education 
Elementary - 6th 15 13.2 13.2 
Junior High - 9th 24 21.1 34.2 
High School - 12th 58 50.9 85.1 
College 17 14.9 100.0 
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Table 1 (continued) 
Variable Number Percent Cum. % 
Income 
Under $10,000 100 87.7 87.7 
$10,000- 19,999 9 7.9 95.6 
$20,000 - 20,999 4 3.5 99.1 
$30,000 up 1 .09 100.0 
Group 
Formal 73 64.0 64.0 
Informal 41 36.0 100.0 
Interview Location 
Puerto Rico 29 25.4 25.4 
St. Thomas 85 74.6 100.0 
the respondents. It shows demographic characteristics of the respondents. As shown in 
Table 1, the typical respondent of the study was male, 50 or more years of age, of black 
ethnicity, bom in the USVI, and had completed the twelfth (12) grade and had an income 
of less that ten thousand dollars ($10,000) annually. 
The demographic data gathered in this study have several distinguishing 
characteristics that speak to the need for a more sensitive approach to social service 
provision and delivery. The male population for this study numbered 61 or 53.5% of the 
study respondents. Most, 38 or 33.3%, were 50 years of age or older. This data 
demonstrates a need for services that address the needs of men over 50. A majority of 
this population earned less than $10,000 per year. There may be a need for special 
employment assistance for this age group. 
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In summary, the study surveyed five ethnic groups. The two largest groups were 
blacks and Hispanics. Of these groups, the three groups where culture and language may 
have played a large role are among those from Puerto Rico, the Dominican Republic and 
English-speaking Caribbean islands. There are differences in language, customs and 
social norms among these groups. To successfully meet the needs of these groups, social 
services agencies should seek to identify mechanisms that can be used to reach out to this 
population. Not to do so would isolate a number of poor persons, who earn less than 
$10,000 per annum, possibly speak little English and have customs that are different from 
those of native Virgin Islanders. Also, Caribbean people would be isolated and without 
adequate resources to enhance their social functioning. 
A frequency distribution shows the number of observations falling into several 
ranges of values. The frequency distributions are portrayed as a frequency table. 
This frequency distributions table is shown as the actual number of observations falling in 
each range and the percentage of observations in each range. 
Table 2 is a frequency distribution of respondents’ answers to questions about 
their use of formal social services. It is an indication of the numbers of respondents who 
disagree or agree that they use the resources provided by the formal social service system. 
There are interesting characteristics in Table 2 related to the numbers of persons 
who agree and disagree with each question. Among the numbers surveyed, the frequency 
distributions were closely divided in the questions about counseling, meals, and housing. 
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Table 2 
Distribution of Formai Social Services (N = 114) 
Disagree Agree 
Social Services # % # % 
Advice 1: I receive counseling from a official agency 50 43.9 64 56.1 
Script 1: I take prescription medication daily 67 50.8 47 41.2 
Meal 1: I receive my meals at an official agency 64 56.1 50 43.9 
House 1: I live in a halfway house or group home 54 47.2 60 52.6 
Job 1: An agency helped me get a job 92 80.7 22 19.3 
Ride 1: I use official agency transportation 80 70.2 34 29.8 
However, there was a wider spread in the areas of employment and transportation. Of 
those who agreed to having had agency assistance with employment, a small number, 22 
or 19.3%, received this service. Also, of this formal group only 34 or 29.8% utilized 
official transportation. This may indicate a need for more research into employment 
assistance needs, as well as transportation needs for persons who utilize social services. 
In summary, special considerations are needed for access to social services that 
support education, training and alternative work opportunities for this group. The limited 
number of participants in the area of agency involvement may demonstrate a lack of 
marketable skills among this population. Future planning related to transportation 
services might be linked to work location as a service provided by the social service 
agency. 
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The mean is what is commonly called the average. Table 3 is a means distribution 
of the users of formal social services. This table looks at both the formal and informal 
social service users and identifies for each group the average number of persons who use 
formal social services. 
Table 3 
Formal Social Services by Formal and Informal Groups 
Formal (n = 73) Informal (n = 40 
Social Services Mean Std Dev Mean Std Dev 
Advice 1: I receive counseling from official agency 2.83 .373 2.07 .263 
Script 1: I take prescription medication daily 2.60 .492 2.07 .263 
Meal 1 : I receive my meals at an official agency 2.68 .549 2.04 .218 
House 1: I live in a halfway house or group home 2.57 .497 2.43 .502 
Job 1 : An agency helped me get a job 2.16 .373 2.24 .434 
Ride 1 : I use official agency transportation 2.42 .497 2.07 .263 
Total cases =114 
This table demonstrates that there are a number of formal social services being 
used by those who are identified as users of informal social services. The most 
distinguishing characteristic of this crossover population is their use of housing and 
employment services. In Table 2, of the informal social service users n = 41, 54 or 46.2% 
disagree with having lived in a halfway house or group home. Table 3 demonstrates that 
a mean at 2.43 of informal group members have lived in a halfway house or group home. 
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Among employment services, 92 or 80.7% disagreed that they had received 
assistance from an agency to get a job. However, of this group, the data from Table 3 
demonstrate the group has a mean of 2.24, showing that informal social service users 
have had agency assistance with finding employment. 
In summary, the data demonstrate cross usage by users of informal social services. 
The informal group uses formal social services as well. This may indicate a lack of 
consistent receptivity by friends and relatives to letting informal service users stay with 
them. Further research that includes friends and relatives might offer more insights into 
the relations and/or lack of support in this area among this group. In the employment 
realm, Table 3 may indicate that a number of informal users have skills. Therefore, an 
agency can assist them in finding employment in the open market. 
Table 4 is a distribution of the use of informal social services. This table indicates 
the numbers within the total population of n=l 14 who are designated as users of informal 
social service. It further shows the numbers of persons who agree to using specific 
informal resources or those services which are not sponsored by the healthcare system. 
The most unique characteristic of this table is the high numbers of users of informal 
services that disagree with the questions on housing and transportation. In their 
responses to the question on friends and relatives allowing them to stay with them, most 
answered in the negative. In this group, 80 or 70.2% disagreed with this question. 
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Table 4 






Advice 2: Friends, relatives & healers advise me 39 34.2 75 65.8 
Script 2: When I feel nervous I know what to take 31 27.2 83 72.8 
Meal 2: I eat at the soup kitchens regularly 40 35.1 74 64.9 
House 2: My friends-relatives let me stay with them 80 70.2 34 29.8 
Job 2: I do odd jobs to earn money 44 38.6 70 61.4 
Ride 2: I hitch rides to get where I need to go 61 53.5 53 46.5 
This response is an indication that further research is needed to better understand the 
housing options available to users of informal social services. 
In reference to the question on transportation, this table indicates that 61 or 53.5% 
disagree. They do not hitch rides to get where they want to go. This is an indication that 
additional research might address the geographical center of this population on the island. 
Indications are that most of the formal social services, job opportunities and access to the 
tourist population are located near the center of town. 
If this population is not hitching rides and not living in a half way house or group 
home, they may be homeless. This group may also find sanctuary in sections of St. 
Thomas with easy access to services, odd jobs, meals and tourists. 
In summary, many of the homeless group are located in the center of town and 
frequently sleep in the vendors’ plaza and in the market square. For this group, job 
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opportunities can be accessed on foot. Sleeping in the vendor’s plaza on the eastern end 
of the downtown areas enables this group to earn money by helping the vendors set up 
their tents each morning. In addition, the market square stalls provide some shelter from 
rain. Both areas provide easy access to tourists. There was limited information on how 
women fair among this group. There is one shelter service for battered women and one 
facility shelters both homeless men and women. However, there are no homeless shelters 
solely for men on St. Thomas. 
Table 5 is a means distribution of the users of informal social services. This table 
looks at both the formal and informal social service users. It identifies for each group the 
average number of persons who used each of the services which are not provided by the 
health care system or the informal social services systems. 
The distinguishing characteristics of this table occur in the use of informal social 
services by those identified as formal social service users. In the areas of counseling, of 
those n=39 who disagreed that they use friends, relatives and healers to advise them, a 
mean of 2.72 do use this informal service. 
Among those who disagree that they know what to take when they feel nervous, 
n=31, a mean of 2.79, practice taking medication which is not administered through the 
health care system. In addition, in the areas of meals, of those who disagree that they eat 
at soup kitchens on a regular basis, n = 40, a mean of 2.71, do eat in soup kitchens. 
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Table 5 
Informai Social Services by Formal and Informal Groups 
Social Services 
Formal (n = 731 
Mean Std Dev 
Informal fn = 411 
Mean Std Dev 
Advice 2: Friends, relatives & healers advise me 2.72 .449 2.53 .504 
Script 2: When I feel nervous I know what to take 2.79 .406 2.60 .493 
Meal 2: I eat at the soup kitchens regularly 2.71 .455 2.53 .504 
House 2: My friends-relatives let me stay with them 2.24 .434 2.39 .493 
Job 2: I do odd jobs to earn money 2.63 .486 2.58 .498 
Ride 2: I hitch rides to get where I need to go 2.50 .503 2.39 .493 
Total cases =114 
In summary, this table demonstrates that social service users may use both the 
formal and informal systems to maintain social functioning. However, cross usage of 
services may indicate the need for closer monitoring of social service needs that address 
counseling, medication/substance abuse and meals for both the formal and informal 
groups. 
This study determines social functioning by responses to the three question which 
are stated in Table 6. Social functioning is the ability of an individual to perform his or 
her role in society. 
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Table 6 
Distribution of Social Functioning Variables (N - 114) 
YES NO 
Variables # % # % 
Do you need a companion to get around? 25 21.9 89 78.1 
Do you shop for yourself? 90 78.9 24 21.1 
Do you handle your own money? 97 85.1 17 14.9 
Table 6 indicates individual responses to each of the three questions that 
determine social functioning. Of critical importance in Table 6 are the answers to two 
questions. Of those surveyed, n=24 or 21.1%, answered no to the question of their ability 
to shop for themselves. In addition, 17 or 14.9% answered no when asked if they handle 
their own money. 
The answers to these questions indicate that there might be other sources of 
information about this population and their needs. Research that involved the caregivers 
and designated payees for this group can add information about social service needs and 
social functioning of this population. 
Social functioning for this study is determined by the responses to the three 
questions in the following table. Table 7 uses the responses to each question by group 




Social Functioning by Formal and Informal Groups 
Formal (n = 73) Informal (n = 41) 
Variables Mean Std. Dev. Mean Std. Dev. 
Do you need a companion to get around? 1.71 .455 1.90 .300 
Do you shop for yourself? 1.31 .467 1.02 .156 
Do you handle your own money? 1.21 .416 1.02 .156 
Total Cases =114 
The most distinguishing characteristic of this table is in the informal category. In 
Table 6, 89 or 78.1% answered no when asked about needing a companion. However, a 
mean distribution shows that 1.90 in this group do use companions. 
In summary, Table 7 indicates that this group may utilize friends and comrades as 
companions. These comrades may fulfill the functions of a companion by informing, 
directing, coordinating, facilitating, corroborating, and intervening. They may also serve 
roles as liaison and advocates. This is particularly true of men who utilize social services 
in St. Thomas. They are often seen in groups under trees, in yards or places that have 
easy access to alcohol or other substances. 
In this study, the T-statistic for difference is used to test hypotheses. Table 8 
demonstrates the t-test of formal and informal groups by social functioning. The t-test 




T-Test of Formal and Informal Groups by Social Functioning 
Variable Number Mean Std. Dev. t-value df P 
Formal Group 73 1.41 .288 
2.49 112 .004 
Informal Group 41 1.31 .148 
The data indicate that formal group members, n = 73, have a mean of 1.41 with a 
standard deviation of .288. The T-value is 2.49 with 112 degrees of freedom. With P = 
.004, the null hypothesis is rejected. There is a statistically significant difference with 
respect to the social functioning of both the informal and formal groups at a .05 level of 
significance. 
The data show that informal group members, n = 41, have a mean of 1.31 with a 
standard deviation of .148. The T-value is 2.49 with 112 degrees of freedom with 
P = .004; the hypothesis is rejected. There is a statistically significant difference with 
respect to the social functioning of the informal and formal groups at a .05 level of 
significance. 
In summary, the data in this chapter demonstrate the need for development of 
social services and appropriate mechanisms that will bridge the gap between users of 
formal social services and informal social services. Research to assess how best to 
accomplish this effort might begin by using specific cultural components in outreach 
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activities. Individual and community outreach activities might include, but not be limited 
to, bilingual language teaching, media /arts and religious activities. 
Research Question 
Is there a difference between persons who use formal social services and persons 
who use informal social services with reference to their social functioning in the 
community? 
Hypothesis 
There is no statistical significant difference between persons who use formal 
social services and persons who use informal social services with reference to their social 
functioning in the community. 
Discussion of Findings 
Findings of this study present information about the population of persons who 
use social service in St. Thomas, U.S. Virgin Islands and San Juan, Puerto Rico. Data 
presented in Table 1 of the findings show the typical respondent was male and over the 
age of 50. This was not an expected finding. As stated in the literature review, men out 
number women in the homeless group at an average of five men to one woman. Three of 
the sites surveyed in this study were residential in nature, two in St. Thomas and one in 
San Juan (Martin et al., 1993). 
Male residents of a shelter facility might be characterized as in a life situational 
role. In this role there are often time-limited, situational-specific roles that occur. One 
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such event might be a period of homelessness or institutionalization (PIE, 1994). 
Additionally, the majority of group of participants were of black ethnicity, born in the 
USVI and had an income of less than $10,000 annually. The race of these participants 
was expected, however, the income level was not. As stated in the literature review, race 
and poverty are additional factors effecting housing opportunities for persons in need of 
social services. The large number of black participants was an expected finding. The VI 
Census 2000 states that blacks or African Americans comprise 80.7% of the population 
on St. Thomas (VI Census, 2000). 
As stated in the literature review, St. Thomas is a high cost area, incomes were 
expected to be higher. Although, according to the 2000 census, in 1999, poverty status on 
St. Thomas among persons age 65 and older was at 26.2% (VI Census, 2000; Newman, 
1966; Miech et al., 1999; Rosenheck et al., 1998). 
Both the PIE Classification System and the theoretical framework support the 
findings on income and the significance of the occupational role. The occupational role is 
performed in the paid or unpaid economy. The paid role enables the worker to acquire 
needs and resources; one need is shelter (Wayne & Goetz, 1998; Karls & Wandrei, 1994). 
Data from findings related to Table 1 addressed the level of education of 
participants. The group surveyed completed the twelfth grade. PIE (1994) states that the 
goals of the education system are to cultivate work skills as it nurtures intellectual 
development and foster potential. Two barriers in reaching educational goals are 
discrimination and cultural influences. In St. Thomas, there may have been a lack of 
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culturally relevant educational or training opportunities, as well as other supports that 
facilitate learning and skill development. 
The implication for social work is the need to assure social service agencies are 
linked to shelter services. These linkages may insure additional services to recipients 
when problems are identified. Referrals of this type will help foster independence and 
social function of the shelter residents (Beaty, 1994). 
In addition, because of the aging of this population, social work policy must begin 
to address the special needs of male elderly. Social work policy must address the future 
economic, health and need for specialized social service for older men and their families. 
This is particularly true in St. Thomas where men have children out of wedlock by more 
than one woman at any age. This group of men may have come to adult life without 
sufficient education skill to earn a living and support their families (Campbell, 1943). 
An unexpected finding in Table 2 related to the counseling received from an 
official agency. Among the population surveyed 64 or 56.1% agreed to receiving 
counseling from and official agency. This finding was unexpected because, as discussed 
in the literature review, professional counselors are frequently unskilled at cross-cultural 
counseling and the challenge for the clinicians is how to use his or her skills with 
ethnically diverse clients (Greene, Jensen, & Jones, 1999). 
As a result of many documented concerns about the cultural conflicts between 
counselor and clients in the Caribbean, Nordene Davidison (2001) has developed an 
approach to counseling people of color in the Caribbean, Africa and in the U.S. mainland. 
These cultural concerns are supported because it is assumed that the family-of-origin 
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issues affect both the client and counselor and concerned (Greene, Jensen, & Jones, 
1999). 
There is some support for this in the theoretical framework because the 
biopsychosocial model addresses linking of the professional and the service provider. 
Implications for social work practice in St. Thomas are the intervening variables that 
enable a model that is more sensitive and that presents fewer barriers in client helper 
relationship. This aspect should be explored for future planning of social services. 
The numbers of persons surveyed demonstrate that 67 or 50.8% disagree that they 
take prescription medication. This was an expected finding because, as reported in the 
literature review, many persons who use social services have resided in shelters, jails, 
group homes or half-way houses (Torrey, 1992). 
The relationship between special life-situational roles, income and interpersonal 
roles is supported in both PIE (1994) and Wayne and Goetz (1998). The biopsychosocial 
theory supports the emphasis placed on life situations, which do influence negatively the 
ability of social service users to purchase medication, and adhere to a structured and 
organized treatment regime. 
Implications for social work practice include the expansion of social services by 
creating and expanding opportunities to document and track substance abuse treatment 
needs and medication needs for this population. Implications for social work service 
planners suggest the development of creative reintegration programs for persons released 
from such facilities. These programs should facilitate after-discharge assessments. They 
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should have transportation and adequate program staff to address medicinal drug usage 
and addiction prevention (Beaty, 1994). 
As indicated in the literatures review by Kruzich and Berg (1985), half-way 
housing and group homes may be a form of trans-institutional housing for the poor. Use 
of these housing types were reported by 60 or 52.6% of those surveyed. This was an 
anticipated finding. However, unanticipated was the numbers of persons identified as 
users of informal services, a mean of 2.43, who also used this service. The high rent 
costs of rental units restrict participation in the competitive housing market. Single 
persons and families with children presented with more needs for assistance than the 
elderly. Single adults and female-headed households more frequently end up on the 
streets (Martin et al., 1993). 
The theoretical framework supports shelter residents inability to pay for shelter 
because of their occupation roles and multiple social problems. Therefore, the 
implications for social work practice and policy occurs in the areas of addressing the pool 
of persons who may enter the homeless arena. Social workers must be at the forefront of 
examining and developing federal budget regulations that support the poor. Social 
workers must examine the benefits of new and developing programs that explore needs of 
the poor in new and more innovative ways (Martin et al., 1993). 
Additionally, use of informal social service indicates that 75 or 65.8% of 
participants surveyed use friends, relatives and healers to advise them. This is an 
anticipated finding. This finding is supported in the literature review by Copeland 
(1999). He defines this type of help seeking behavior as a form of self help or mutual aid. 
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These forms of mutual aid are developed within the communities and are carried out in 
such organizations as churches, fraternal groups and extended family. 
The theoretical framework supports persons who use friends, relatives and 
healers. The biopsychosocial framework includes community, spiritual and familial 
provider networks as components of realms within the framework of the model. 
The implication for social work practice is the inclusion of a broader 
understanding of other cultures, which would include tools that might be used to work 
with individuals in need. This is particularly significant when addressing the needs in St. 
Thomas. As stated in the literature review, persons who participated in this study were 
from five different ethnic groups and six regions of origin and five racial groupings. 
There were several languages spoken among these groups. The data from this study 
demonstrate that informal social services are a primary method of self help among 
Caribbean people surveyed. 
A model for broadening social work understanding and tools for working with 
diverse populations is the popular theater or theater for development model (TFD). The 
TFD concept, implies a process through which theater is used to research, analyze, 
discuss and find solutions to problems. This technique is a method of continuous 
participatory research developed in South America and expanded in Tanzania, East 
Africa. This method involves the people being studied as researchers. They take part in 
the investigation; they are not passive participants but are active researchers in finding 
solutions to community problems. The learning process involves allowing criticism by 
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community members. Through this process, the level of critical thinking is raised among 
all involved (Nyoni, 2002). 
Social work practitioners can seize this tool to tack issues that include education 
on AIDS prevention, health and nutrition standards, family planning, illiteracy, poverty, 
corruption, civic education, leadership irresponsibility, as well as information 
communication on community issues (Nyoni, 2002). 
This innovation can be used by social workers practicing in communities, 
consulting within organizations, and among groups where cultural differences are 
significant and influential factors in providing services. Such additions to the social work 
skills can be used to bring about change in communication within an organization, 
housing developments or opening opportunities for understanding among groups training 
in diversity. 
Social work has much to contribute to the field of research. Social work’s 
historical emphasis on self-determination and empowerment are compatible with current 
trends of client involvement in self-healing. Working with lay and informal helpers has 
contributed to aspects of social work practice. This working relationship has helped to 
develop social supports and social networks for people utilizing social services. For 
example, support groups are an important component of programs, such as shelter 
facilities for battered women, sexual offenders, substance abusers, and community 
organization groups (Bowker & Rubin, 1986). 
Therefore, social work research must be broad. This research must identify 
models that can be adapted or replicated for use with a multitude of cultures and are 
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effective in serving people. In this way social work can formulate practice technologies 
that are effective in serving this population (Bowker & Rubin, 1986). 
An unexpected finding of the research was the survey responses to the question on 
places where users of informal social services reside. Responses among the informal 
group indicate that 80 or 70.2% disagree that their friends-relatives allow them to stay 
with them. This finding is unexpected because in the literature review, Copeland (1999) 
states that the extended family is a resource for this population. 
Kurzich and Berg (1985) study on self-sufficiency of clients, included as one of 
the determining factors, the client’s frequency of contact with family and friends before 
discharge. Although findings demonstrated that facility administration was a determining 
factor, client relations and networks were seen as an important component. 
The theoretical framework stresses that the supportive role of families helps to 
maintain status in the family. In addition, the care-giving relations maintain balance and 
buffer against problems in the world. These relationships guide and protect the individual 
from confusion (Karls & Wandrei, 1994; Wayne & Goetz, 1998). 
Although these roles are assumed supportive roles, social worker practitioners 
have a responsibility to thoroughly investigate client relationships. It can not be assumed 
that family and friends will allow lengthy or overnight stays of relations or friends in 
crisis. 
An anticipated finding among 70 or 61.4% of those surveyed was that they do odd 
jobs to earn money. This finding is supported in the literature review by Martin et al. 
(1993). Job training programs do not reach out to residents of halfway home and shelters. 
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Most of these programs lack flexibility and have several eligibility requirements that 
make participation difficult for this group (Martin et ah, 1993). 
The theoretical framework addresses the need for occupational roles that enable 
people to provide for their physical and emotional needs. For this population, the poor 
who use social services, decent jobs remain scarce (Karls & Wandrei, 1994; Wayne & 
Coetz, 1998). 
Data from those surveyed indicate a finding not supported in the literature review 
or the theoretical framework. This finding occurs in the data on use of informal social 
services by formal and informal groups. Means related to questions on taking advise 
from friends, relatives, and healers, knowing what to take when the participant feel 
nervous, and eating at soup kitchens are informative. The means related to each question 
shown are means of 2.72, 2.79 and 2.71, respectively. This is an indication that 
segments of the formal groups, from which these means come, also use informal services. 
This information offers the researcher the opportunity to expand the theoretical 
framework by linking professional helpers and service providers of both formal and 
informal social services. Although use of standard professional assistance and indigenous 
forms of social service are spoken of in the literature review, little research about the 
integration of these services in the Caribbean exists. 
Implication for social work practice in linking these two components is to gather a 
more comprehensive picture of techniques and social services used for survival by this 
population. Continued research in this area will provide a more complete picture of how 
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formal and informal social services may be structured and integrated as complementary 
services that support the clients social functioning. 
The distribution of social functioning variables included one hundred and fourteen 
participants. Social functioning was determined by the answers to three questions. These 
questions were: Do you need a companion to get around? Do you shop for yourself? Do 
you handle your own money? 
Study findings demonstrate a mixed response to these questions. This response 
was unanticipated, yet supported in the literature review. Carling (1990) recommended 
that more research be conducted on how service recipients spend their time. The question 
of needing a companion to get around is addressed with another question related to 
research into the types of friends and social networks of this population. 
The theoretical framework supports further research. Engle’s theory and PIE, 
1993) identifies interpersonal roles as interpersonal relationships between the individual 
and non family members. As stated earlier in this document, interpersonal relationships 
may be a rich source of information about users of social services in St. Thomas, Virgin 
Islands and San Juan, Puerto Rico (Wayne & Goetz, 1998; Karls & Wandrei, 1994). 
In addition, when answering the questions about shopping for one’s self, 90 or 
78.9% and 97 answered yes. Yet, of n=l 14, 60 or 52.6% agree to having lived in a 
halfway house or group home. These shelters did not have individual cooking facilities. 
A mean 2.71 of formal social service users n=73 and a mean of 2.53 among informal 
social service users n=41 utilized local soup kitchens for meals. The complexity of this 
answer must be researched. For example, what are they shopping to buy? 
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This unanticipated finding is not supported by the literature review which 
documents how food services provided for this population, as well as, where users of 
formal social services and users of informal social services eat their meals. The 
theoretical framework also addresses the acquisition of funds for this purpose (Wayne & 
Goetz, 1998; Kruzich & Berg, 1985; Rodgers, 1991). 
Finally, the t-test for statistical difference, which was used to test the hypothesis 
shows that there is a statistically significant difference with respect to social functioning 
between formal users of social services and informal users of social services. 
The implication for social work practice is a rapidly changing environment with 
respect to servicing ethnically diverse persons in need of social services. Stabilization, 
change management, vocational services, management approaches are examples of 
service technologies now available in social service agencies. This technology can be 
used by social workers to enhance the profession and agency ability to service this 
growing population (Bowker & Rubin, 1986). 
In addition, an important area is the focus on approaches to service delivery in a 
culturally appropriate way that will be effective in improving social functioning. Some of 
the strategies that improve the impact of service on clients social functioning include 
family involvement, case management and client involvement in planning and decision 
making. Social work research can make a significant contribution to understanding how 
social service organizations can work better on behalf of the people they serve (Bowker & 
Rubin, 1986). 
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Social work research can help to identify nonprofessional sources of support that 
will assist the service user in negotiating crisis. Research into how best to achieve 
sources of support must be addresses by asking questions about the value to the client of 
such services as family education, and what services will lead to the development of 
social networks that can assist (Bowker & Rubin, 1986). 
Other tools such as outreach can be a screening tool for the assessment of clients 
within their natural settings. Social work studies can increase knowledge on alternative 
service provision, such as, services in the community, home, clinic or neutral sights in the 
outdoors. Creating mobile treatment teams may facilitate behavior changes and self- 
reliance for some persons. Creating new approaches will also create the environment for 
inclusion of assessment tools that are closer to client’s culture and understanding, thus, 
facilitating a broader social work practice perspective (Bowker & Rubin, 1986). 
CHAPTER V 
IMPLICATIONS, CONCLUSIONS, AND RECOMMENDATIONS 
During World War I the military supported social services which were provided to 
service men and their families by the Red Cross. After the war, because of the success of 
this effort, social services became a tool to assist American individuals and families in 
need. Social services are now a tool for assisting persons in need and enabling social 
functioning. This study researches social service use in St. Thomas, U.S. Virgin Islands 
and San Juan, Puerto Rico. 
Implications 
Studies about Caribbean people are frequently implemented in highly urbanized 
areas where Caribbean migrants frequently settle. These studies have made observations 
about the complexity of providing social services for this population. These studies are 
based on findings from geographic locations outside the place of origin for this group. 
They reflect an Anglo-European interpretation and are lacking in cultural and 
environmental influences native to Caribbean people. 
The research presented in this document is authentic and has taken place within a 
Caribbean island. This factor enables insight into aspects of social service use that might 
not be found outside the Caribbean. This study provides a baseline for continued research 
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of social service use by Caribbean people and the implication of this use on their social 
functioning. 
The implication of this study is the study's findings about the provision of formal 
and informal social services. The study demonstrates a need to expand formal social 
services to encourage use of these services by persons who use informal services. This 
expansion would lesson the gap in social functioning between the formal and informal 
social service users. 
This research is a comparative analysis of the users of formal social services and 
informal social services. The informal social services provision addresses cultural 
competency, which tells the social service user that he or she is welcome and understood 
by the service provider. The informal social services are self-help mechanisms that are 
products of the culture, such as counseling by relatives, friends, and healers. They have 
uncomplicated planning and administrative procedures, which assist in making them 
uncomplicated, accessible and culturally understandable for the user. 
The formal component of this study is the service provided by the healthcare 
system. There is a statistically significant difference in social functioning between users 
of the formal and informal social services. A further implication of this study is that 
formal social services should reach out in order to extend and encourage service to users 
of the informal system to use the formal social service system. Finally, the study 
demonstrates that the formal system is not mutually exclusive of the informal system. 
Ill 
Conclusions 
This study was designed to answer one question. The following was the research 
question of the study: is there a difference between persons who use formal social 
services and persons who use informal social services regarding their social functioning 
in the community? The following was the hypothesis of the study: there is no statistical 
significant difference between persons who use formal social services and persons who 
use informal social services regarding their social functioning in the community. 
This study determines social function by answering the following three questions: 
do you need a companion to get around? Do you shop for yourself? In addition, do you 
handle your own money? The independent variables were formal and informal social 
services and the dependent variable was social functioning. 
The literature review demonstrated that limited research occurs within the 
Caribbean region. Most research on a Caribbean population occurs in large metropolitan 
cities like New York and London. Both of these cities have large Caribbean populations. 
Therefore, this original research has surveyed one hundred and fourteen social 
service users from five ethnic groups in islands of St. Thomas and San Juan. This study 
will add to the body of knowledge about Caribbean people living in the Caribbean region. 
Most social services are now seen as human rights in America and many Western 
nations. Yet, world changes have created a need to know more about how to provide 
social services to people from other cultures that migrate to the United States. 
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Global economic, political and climatic changes have contributed to world 
migration. In America, the 2000 census demonstrates a significant increase in 
immigration from the Caribbean region to the U.S. Mainland. Much of this migration has 
occurred, as predicted, by the 1989 census in the U. S. Virgin Islands. Therefore, 
opportunities to research Caribbean people will contribute to the knowledge base about 
their use of social services and the social functioning of this population. 
This study researched the literature in six areas that were identified as facets of 
formal social services provided by the health care system: professional counseling, 
prescribed medication, institutional housing, organized housing and structured 
transportation. The research also included literature on facets of informal social services 
or services provided within the community. The facets of informal social services were 
indigenous counseling, self-medication, community meals, community housing, casual 
work, and unstructured transportation. 
The literature review demonstrates a need for more research within the Caribbean 
region. It addresses the need for the inclusion of culture when developing social services. 
In addition, the literature demonstrates that poverty impacts access to services. 
The research technique selected for this study was a quasi-experimental 
quantitative design. This method was chosen because group random selections and 
assignment were not possible, nor was the researcher able to control the variables. Study 
participants surveyed on St. Thomas were surveyed in four social service agencies. In 
order to test validity and reliability the twenty - three item questionnaire was field tested 
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in San Juan, Puerto Rico utilizing twenty - nine out of a possible thirty - five respondents. 
Data were analyzed utilizing the Statistical Package for the Social Sciences 
(SPSS). A demographic profile was developed on the study’s participants using data 
from the questionnaire. A means test was computed from data received on usage of 
formal and informal social services by the dependent variable. The t-test for statistical 
difference with a t-value and probability statement at .05 level of significance was used 
to test the hypothesis. The findings of this study can only be generalized to Caribbean 
persons outside the population surveyed to a limited degree. 
The theoretical framework for this study was based on components of George 
Engel’s expanded model of healing, developed in the 1970s. In addition, this study uses 
social work Persons In Environment System of Social Functioning Problems (PIE) by 
Karls and Wandrei (1994) to support Engle’s model. Social functioning is defined by PIE 
as a person’s performance in social roles. The conclusions, which are premised on the 
research finding of this study are presented in this chapter. 
A discussion of the research question is presented in order to summarize the 
significant findings. In addition, recommendations are presented in an effort to stimulate 
and promote research related to social functioning and social service needs of persons 
living in St. Thomas, U. S. Virgin Islands. 
Study findings are based on a total of 114 persons who participated in the survey. 
There were 61 or 53.5% male participants and 53 or 46.5% female participants. The 
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majority of respondents were over 40 years of age. In the 40-49 age group, 36 or 31.6% 
participated, and those 50 years or older numbered 38 or 33.3%. 
Respondents were from five ethic groups. The larger numbers were black 
respondents who numbered 68 or 59.6%. The Hispanic population numbered 25 or 
21.9%. Six places of birth were reported. The larger groups came from the U.S. Virgin 
Island which numbered 51 or 44.7%, the second largest group were those from the U.S. 
mainland, numbering 25 or 21.9% and those from Puerto Rico were 15 or 13.2% of the 
total population. 
Fifty percent of the population survey completed high school. Of the population 
sampled, 58 or 50.9% completed high school, 17 or 14.9% had some college education, 
15 or 13.2% completed the 6lh grade and 24 or 21.1% completed junior high or the 9th 
grade. Of the group surveyed the majority of 100 or 87.7% earned less than $10,000 per 
annum. Research finding demonstrated that 73 or 64.0% of those surveyed used formal 
social services and 41 or 36.0% used informal social services. 
Data related to the distribution of formal social services (N=l 14) show that the 
majority or respondents agreed with statements related to use of formal services. In Table 
2, the data demonstrate the range among those who answered in the affirmative 50 or 
43.9% to 92 or 80.7%. The numerical range of those who answered in the negative on 
Table 2, was 64 or 56.1% to 22 or 19.3%. 
In Table 3, formal and informal groups were used to calculate the mean for formal 
social services. Two services are most notable for the informal group. They are means of 
115 
informal group of responses to the statement on halfway homes and jobs. Respectively, 
these groups show a mean of 2.43 have lived in a halfway house or group home. The 
mean of the informal social service users 2.24 have received agency or help from the 
formal system in finding a job. 
Table 4 describes the distribution of informal social services among the 
population of 114 respondents. When assessing the responses of this group, interesting 
dynamics related to relationships can be noted. Of this group, 71 or 65.8% agree that 
friends, relatives and healers advise them. However, when responding to the statement 
on housing, 80 or 70.2% state that they are not allowed to stay with friends and relatives. 
In addition, Virgin Islands transportation is often facilitated by getting rides from 
friends, relatives and acquaintances; however, of this group 61 or 53.5% disagree that 
they hitch rides to get around. The question of drug usage might be considered because 
83 or 72.8% agree that they know what to take when they feel nervous. Substance abuse 
might have a negative impact which influences their relationship with family and 
relatives. 
Table 5 indicates the mean of informal social services by formal and informal 
groups. This table demonstrates that a mean of 2.72 of the formal group allow friends, 
relatives and healers to advise them. In addition, 2.79 of the formal group indicate that 
they too know what to take when they feel nervous. 
Table 6 is a distribution of social functioning variables. This table shows that 25 
or 21.9% answered yes in response to the statement about needing a companion to get 
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around. This is further proof as stated in Chapter IV, companions can be a source for 
future research and additional information about the social functioning for this 
population. 
To test the hypothesis and determine whether or not there is a statistically 
significant difference with reference to social functioning between users of formal social 
services and users of informal social services, the t-test for statistical difference was 
applied. The t-test indicated that there was a statistically significant difference between 
the two groups with reference to social functioning at a .05 level of significance. The null 
hypothesis was rejected. It was concluded that there was a statistically significant 
difference between users of formal social services and users of informal social services 
with respect to social functioning in St. Thomas, U.S. Virgin Islands and San Juan, Puerto 
Rico. 
The t-test of formal and informal groups by social functioning demonstrates that 
73 of the formal group had a mean of 1.41 with a standard deviation of .288. The 
informal group had a mean of 41 or 1.31 with a standard deviation of. 148. The t-value 
for both groups was 2.49 and a P < .004 rejecting the null hypothesis which stated: there 
is no statistical significant difference between persons who use formal social services and 
persons who use informal social services with reference to their social functioning in the 
community. 
In summary, this study has shown that there is a statistically significant difference 
between users of formal social services and users of informal social services with 
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reference to their social functioning. In addition, the study demonstrated that use of 
formal and informal social service were complimentary and supported social functioning. 
This study has surveyed five ethic groups in St. Thomas, Virgin Islands and San 
Juan, Puerto Rico. The two largest groups were black and Hispanic. The income level 
for 100 of the 114 surveyed was less than $10,000 per annum. Data from this study 
support the need for social services that address education, training and alternative work 
opportunities for this population. It also supports future study in the areas of 
homelessness, substance abuse and network relationships of persons who use social 
services in St. Thomas and San Juan. 
In addition, the data indicate a degree of complementarity between formal and 
informal social services. This is an indication that services need to be broader in scope 
to meet the needs of both formal and informal users. 
Recommendations 
The scholarly examination of formal social services and informal social services 
used by the residents of the Caribbean is mandatory in providing services for this growing 
multiethnic and diverse population. Consequently, it is imperative that social workers 
practitioners, administrators and policy makers engage in research and the development 
of social policy. 
Due to the diversity of providers within the social services arena, it has been 
difficult to develop a consistent approach to service delivery. In St. Thomas, roles, 
priorities, and views about the administration of social services are influenced by the 
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culture. Social services, such as, health care, homeless and abuse shelters, job training 
and placement as well as soup kitchens deal with individuals on a daily basis. These 
services are linked through structured and unstructured systems. For example, referrals to 
other agencies may be made through a structured system that involves the Department of 
Human Services as the referring agency. However, referrals are also made directly to the 
agency because of a personal relationship with an employee. As in any system it is 
possible for some referrals to fall through the social services cracks (Martha Bruce, 
personal communication, April 2, 2002). 
Changing the Conversation, a publication of the U.S. Department of Health and 
Human Services (2000), addresses several facts permanent to the provision of all social 
services to person who need them. 
One factor contributing to this dilemma of inconsistent service delivery is agency 
leadership. In many situations governing board and leadership exert their leadership 
based on charitable interests rather than a clear understanding of social service needs of 
the agency clientele. Governing boards and agency leadership should receive training in 
the problems of the people they service, as well as the cultural diversity of the community 
from which their clients come. This training will help to avoid gaps in organizational 
communication within and between agencies. It will also help in communication among 
board members and organizational leadership and staff. Thus, facilitating a baseline for 
service provision, agency policies and procedures in addition to agency philosophy (HHS, 
2000). 
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Social workers should work to make sure that social service agencies take 
advantage of research possibilities within the community. Universities can play an 
instrumental part in helping to establish research links to social service agencies. The 
social worker should play a key role in helping to infuse social service topic into a 
research agenda. Social workers can create opportunities for researchers and providers to 
ensure that new research is focused on appropriate topics, such as, cultural diversity, 
immigration, social functioning and social needs. This will enrich the service prevision 
effort and, ensure that evidence bases practice is developed and adopted by social service 
agencies (HHS, 2000). 
The challenge for both social service policymakers and social work practitioners 
is to respond to the needs of diverse populations by designing social services that will 
facilitate easy transition by the persons who use them. In addition, the social worker 
needs to understand what survival techniques are used by those in need when social 
services are not available. Also, social workers need to understand how using these 
services may affect individuals, families, communities and the community agency that is 
not providing the service (Padilla, 1997). 
This final section summarizes the significant relationship between formal social 
services and informal social services. Addressed are the salient points which influence 
the provision of social services in St. Thomas. 
A limiting factor of the informal network that confronts head on social work 
practice is lack of confidentiality. The lack of confidentiality is addressed in the 
literature review as a common practice. The informal network is not bound by the same 
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mles that govern the formal systems. Indeed, the informal influences the formal and 
encourages a violation of trust. 
The formal structures need to learn from the informal structures. Formal social 
services should try working with clients using both systems. The formal system needs to 
find a way to incorporate informal social service providers into training opportunities, 
gradually influencing more effective and efficient client service. 
In order to ensure effective and efficient services, formal providers must be 
amenable to what works. Thus, the formal provider can learn something from the 
informal in terms of service utility: how does the informal engage the client? 
Strengthening the formal structure and expanding outreach will encourage more informal 
social service users to utilize formal social services. The formal structure must 
demonstrate respect for the cultural aspect of the informal structure. 
Appendix A 
Survey Questionnaire 
A Study of the Use of Formal Social Services and Informal Social Services 
by Persons in St. Thomas U.S. Virgin Islands With Respect to Social Functioning 
I am a student in the doctoral program at the Whitney M. Young, Jr. School of Social Work 
at Clark Atlanta University. I invite you to participate in a study of formal and informal social 
support of persons receiving social services in the Virgin Islands. The findings will be used in an 
analysis for my dissertation. I would appreciate your cooperation. The questionnaire will only take 
about five minutes to complete. 
Because we want all responses to remain confidential, please do not put your name on this 
questionnaire answer sheet. Record your answers on the questionnaire. Please choose only one 
answer for each question, and respond to all questions. Again, thank you very much for your time 
and cooperation. 
Delma S. Jackson 12/5/01 
/////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////// 
Section I: Background Information 
Place a mark (x) next to the appropriate item. Choose only one answer for each question. 
My gender is: (1) male (2) female 
My age group is: (1) under 30 (2) 30-39 (3) 40-49 (4) over 50 
My ethnicity is: 
(D_ Black (2) White (3) Asian (4) Hispanic (5) Other 
My place of birth is: 
(1) US VI (2) BVI (3) U.S. Mainland (4) Puerto Rico 
(5) Dominican Republic (6) Other: Indicate Birthplace 
5. I finished school up to: 
(1) elementary (6
th grade) (2) junior high (9
th grade) 
(3) high school (12th grade) (4) college 
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Survey Questionnaire (continued) 
6. My income is: 
(1) under $10,000 (2) $10,000 to 19,999 (3) $20,000 to 29,999 
(4) $30,000 - 39,999 (5) $40,000 and up 
7. Do you need someone (a companion) to help you get around the Island? 
(1) Yes (2) No 
8. Do you shop for yourself? (1) Yes (2) No 
9. Do you handle your own money? (1) _Yes (2) No 
10. Which group does this client/participant belong? (1) Formal (2) Informal 
Section II: How much do you agree or disagree with the following statements? Write the 
appropriate number in the blank beside each statement. 
 1 2 3 4 
Strongly Disagree Disagree Agree Strongly Agree 
  11. I have received mental health counseling from the Health Department. 
  12. Friends, relatives and healers give me advice about any problems I have. 
  13. I take prescription medication daily. 
  14. When I feel nervous 1 know what to take when 1 need to feel better. 
  15. I have received meals while in a hospital. 
  16. I eat at the soup kitchens regularly. 
  17. I have lived in a halfway house or group home. 
  18. My friends and/or relatives let me stay with them a lot. 
  19. An agency helped me get a job. 
  20. 1 do odd jobs to earn money. 
  21. I have used agency/government transportation for health care services. 
  22. I hitch rides to get where I need to go. 
Delma Jackson 12/5/01 
Ph D. Program School of Social Work 
Clark Atlanta University, Atlanta, Georgia 30314 
Appendix B 
Statistical Data 
12-Mar-02 SPSS Release 4.0 for Macintosh 
-> TITLE 'A Study of Formal and Informal Social Supportai! 
-> SUBTITLE 'Delma S Jackson - PhD Program CAU School of Social Work' 
-> COMMITTEE MEMBERS' 
-> 'Dr Amos ^jo - Chair' 
-> 'Dr Alice Hamilton' 
-> 'Dr Cyiata Coleman' 
-> 'Dr Robert Waymer' . 
-> DATA LIST 
-> FIXED /ID 1-3 
-> GENDER 4 
-> AGEGRP 5 
-> ETHNIC 6 
-> BIRTH 7 
-> EDUC 8 
-> INCOME 9 
-> COMPAN 10 
-> SHOP 11 
-> MONEY 12 
-> GROUP 13 
-> ADVICE 1 14 
-> ADVICE2 15 
-> SCRIPT 1 16 
-> SCRIPT2 17 
-> MEAL1 18 
-> MEAL 2 19 
-> HOUSE 1 20 
-> HOUSE2 21 
-> JOB1 22 
-> JOB2 23 
-> RIDE1 24 
-> RIDE2 25 
-> LOCAT 26. 
This command will read I records from the command file 
Variable Rec Start End Format 
ID l l 3 F3.0 
GENDER 1 4 4 F1.0 
AGEGRP 1 5 5 FI.O 
ETHNIC 1 6 6 FLO 
BIRTH I 7 7 FI.O 
EDUC I 8 8 FLO 
INCOME 1 9 9 FI.O 
COMPAN 1 10 10 FI.O 
SHOP 1 11 11 FLO 
MONEY 1 12 12 FI.O 
GROUP 1 13 13 FI.O 
ADVICEI I 14 14 FLO 
ADVICE2 1 15 15 FI.O 
SCRIPT1 1 16 16 FI.O 
SCRIPT2 1 17 17 FI.O 
MEALI 1 18 18 FLO 
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Statistical Data (continued) 
12-Mar-02 A Study of Formal and Informal Social Supports 
12:29:34 Delma S Jackson - PhD Program CAU School of Social Work 
MEAL2 1 19 19 Fl.0 
HOUSE 1 1 20 20 F1.0 
HOUSE2 1 21 21 F1.0 
JOB1 1 22 22 Fl.0 
JOB2 1 23 23 Fl.0 
RIDEi 1 24 24 Fl.0 
RIDE2 1 25 25 FI.0 
LOCAT 1 26 26 Fl.0 
-> COMPUTE COUNSEL-(ADVICEl+ADVICE2)/2. 
-> COMPUTE MEDlCS-(SCRIPTl+SCRIPT2)/2. 
-> COMPUTE FOOD=(MEALI+MEAL2)/2. 
-> COMPUTE SHELTER-(HOUSEl+HOUSE2)/2. 
-> COMPUTE EMPLOY=(JOBl+JOB2)/2. 
-> COMPUTE TRANSPO-(RIDEl+RIDE2)/2. 
-> COMPUTE SOFUNCT=(COMPAN+SHOP+MONEY)/3. 
-> 
-> VARIABLE LABELS 
-> GENDER 'My Gander' 
-> AGEGRP 'My Age Group' 
-> ETHNIC 'My Ethnicity’ 
-> BIRTH 'My birth place’ 
-> EDUC 'I finished school up to' 
-> INCOME 'My Annual Income' 
-> COMPAN 'Do you need a companion to help you get around the Island' 
-> SHOP 'Do you shop for yourself 
-> MONEY 'Do you handle your own money' 
-> GROUP'Formal or Informal Group' 
-> ADVICE1 T received mental health counseling from the health Department' 
-> ADVICE2 'Friends relatives and healers advice me about my problems’ 
-> SCRIPT1 'I take prescription medication daily' 
-> SCRIPT2 'When I feel nervous I know what to take' 
-> MEAL1 i have received meals in a hospital' 
-> MEAL2 'I eat at the soup kitchens regularly' 
-> HOUSE1 'I have lived is a halfway house or group home' 
-> HOUSE2 'My friends-relatives let me stay with them' 
-> JOB1 'An agency helped me get a job' 
-> JOB2'I do odd jobs to earn money' 
-> RIDE1 'I have used agency-government transportation' 
-> RIDE2 T hitch rides to get where I need to go' 
-> LOCAT 'Location of Interview with respondent'. 
-> 
-> VALUE LABELS 
-> GENDER 
-> 1 'Male' 
-> 2 'Female'/ 
-> AGEGRP 
-> 1 'Under 30' 
-> 2 ’ 30 - 39' 
-> 3 ' 40 - 49' 
-> 4 '50 & Over'/ 
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Statistical Data (continued) 
12-Mar-02 A Study of Formal and Informal Social Supports 
12:29:38 Delma S Jackson - PhD Program CAU School of Social Work 
-> ETHNIC 
-> 1 'Black' 
-> 2 'White' 
-> 3 'Asian' 
-> 4 'Hispanic' 
-> 5 'Other'/ 
-> BIRTH 
-> 1 'USVI' 
-> 2 'IB VII’ 
-> 3 'US Main' 
-> 4 'Puerto Rico' 
-> 5 'DominRepub' 
-> 6 'Other'/ 
-> EDUC 
-> 1 'Elementary 6th' 
-> 2 'Jrlligh 9thCrade' 
-> 3 'HighSchoo! 12th’ 
-> 4 'College'/ 
-> INCOME 
-> 1 'Under SI0,000' 
-> 2 ’$10,000-19,000' 
-> 3 ’$20,000-29,000’ 
-> 4 '$30,000-39,000' 
-> 5 '$40,000 & up'/ 
-> COMPAN 
-> 1 'YES’ 
-> 2 'NO 7 
-> SHOP 
-> I 'YES' 
-> 2 'NO'/ 
-> MONEY 
-> 1 'YES' 
-> 2 'NO'/ 
-> GROUP 
-> 1 'Formal' 
-> 2 'Informal'/ 
-> ADVICE1 
-> 1 'Strongly Disagree' 
-> 2 'Disagree' 
-> 3 'Agree' 
-> 4 'Strongly Agree'/ 
-> ADVICE2 
-> I 'Strongly Disagree' 
-> 2 'Disagree' 
-> 3 'Agree' 
-> 4 'Strongly Agree'/ 
-> SCRIPT1 
-> 1 'Strongly Disagree' 
-> 2 'Disagree' 
-> 3 'Agree' 
-> 4 'Strongly Agree'/ 
-> SCRIPT2 
-> 1 'Strongly Disagree' 
-> 2 'Disagree' 
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Statistical Data (continued) 
12-Mar-02 A Study of Formal and Informal Social Supports 
12:29:40 Delma S Jackson - PhD Program CAU School of Social Work 
-> 3 'Agree' 
-> 4 'Strongly Agree'/ 
-> MEAL1 
-> 1 'Strongly Disagree' 
-> 2 'Disagree' 
-> 3 'Agree' 
-> 4 'Strongly Agree'/ 
-> MEAL2 
-> I 'Strongly Disagree' 
-> 2 'Disagree' 
-> 3 'Agree' 
-> 4 'Strongly Agree'/ 
-> HOUSE! 
-> 1 'Strongly Disagree' 
-> 2 'Disagree' 
-> 3 'Agree' 
-> 4 'Strongly Agree'/ 
-> HOUSE2 
-> 1 'Strongly Disagree' 
-> 2 'Disagree' 
-> 3 'Agree' 
-> 4 'Strongly Agree'/ 
-> JOBI 
-> I 'Strongly Disagree' 
-> 2 'Disagree' 
-> 3 'Agree' 
-> 4 'Strongly Agree'/ 
-> JOB2 
-> 1 'Strongly Disagree' 
-> 2 'Disagree' 
-> 3 'Agree' 
-> 4 'Strongly Agree'/ 
-> RIDE1 
-> 1 'Strongly Disagree' 
-> 2 'Disagree' 
-> 3 'Agree' 
-> 4 'Strongly Agree'/ 
-> RIDE2 
-> 1 'Strongly Disagree' 
-> 2 'Disagree' 
-> 3 'Agree' 
-> 4 'Strongly Agree'/ 
-> LOCAT 
-> 1 Puerto Rico 
-> 2 St Thomas/. 
-> MISSING VALUES 
-> GENDER AGEGRP ETHNIC BIRTH F.DUC INCOME COMPAN SHOP MONEY GROUP ADVICEI 
-> ADVICE2 SCRIPT I SCRIPT2 MEAL1 MEAL2 HOUSE1 HOUSE2 JOBI JOB2 RIDEI RIDE2 LOCAT 
-> (0). 
-> 
-> RECODE ADVICEI ADVICE2 SCRIPT1 SCRIPT2 (1 THRU 2.999=2) (3 THRU 4.99=3). 
-> RECODE MEAL1 MEAL2 HOUSE1 HOUSE2 JOBI JOB2 (1 THRU 2.999-2) (3 THRU 4.99=3). 
-> RECODE RIDEI RIDE2 (1 THRU 2.999-2) (3 THRU 4.99-3). 
127 
Statistical Data (continued) 
12-Mar-02 A Study of Formal and Informal Social Supports 
12:29:44 Delma S Jackson - PhD Program CAU School of Social Work 
-> 






















































Statistical Data (continued) 
12-Mar-02 A Study of Formal and Informal Social Supports 
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-> 08524113121111213141213112 
-> 08624113121122133141213112 





















Statistical Data (continued) 
12-Mar-02 A Study of Formal and Informal Social Supports 









-> END DATA. 
-> FREQUENCIES / VARIABLES 
-> GENDER AGEGRP ETHNIC BIRTH EDUC INCOME GROUP LOCAT 
-> / STATISTICS =. 
There are 500,816 bytes of memory available. 
The largest contiguous area has 500,816 bytes. 
Memory allows a total of 17,886 values accumulated across all variables. 
There may be up to 2,235 value labels for each variable. 
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